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EFFECTIVE AGAINST A WIDE RAN{ 


CHLOROM 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 





In vitro studies continue to show that a wide variety of gram- 
positive and gram-negative microorganisms are highly sensitive to 
CHLOROMYCETIN (chloramphenicol, Parke-Davis).'° 


Clinically, CHLOROMYCETIN “...has proved to be a particularly 
valuable agent in urinary tract infections,” where it is often effective 
against microorganisms resistant to other antibiotics.'° Among other 
infections against which CHLOROMYCETIN has produced excellent 
response are severe staphylococcal wound infections,> Hemophilus 
inflyenzae'' and Hemophilus pertussis’? infections, and dysenteries 
& dL: 12 
caus 1 by salmonellae and by shigellae.’” 


CHLOROMYCETI\ gis a potent therapeutic agent and, because certains biestPG,’scrasias 
have been associa: d with its administration, it should not be used indiseriininately or for 
minor infections. Furthermore, as with certain other drugs, adequate bleod studies should 
be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844 
(Nov. 1) 1957. (2) Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52 (Jan.-Feb.) 1958. (3) Hasenclever, H. FE: 
J. Iowa M. Soc. 47:136, 1957. (4) Rhoads, P S.: Postgrad. Med. 21:563, 1957. (5) Caswell, H. T., and 
others: Surg. Gynec. & Obst. 106:1, 1958. (6) Josephson, J. E., & Butler, R. W.: Canad. M.A.J. 77:567 
(Sept. 15) 1957. (7) Petersdorf, R. G.; Curtin, J. A., & Bennett, I. L., Jr.: Arch. Int. Med, 100:927, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.; Arch. Int. Med. 101:397, 1958. (9) Holloway, W. J., & 
Scott, E. G.: Delaware M. J. 29:159, 1957. (10) Murphy, J. J., & Rattner, W. H.: J.A.M.A. 166:616 
(Feb. 8) 1958. (11) Neter, E., & Hodes, H. L.: Pediatrics 20:362, 1957. (12) Woolington, S. S.; Adler, 
S. J., & Bower, A. G., in Welch, H., & Marti-Ibaiiez, FE: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1937, p. 365. 





he,” 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 





Vol. 15, No. 6 ARIZONA MEDICINE 


ARIZON MEDICAT ASSOCIATION § 


OFFICERS DIRECTORY 
SPECIAL COMMITTEES 
INDEX TO ADVERTISERS 


ORIGINAL ARTICLES 


CORONARY OBSTRUCTION: MORBID ANATOMY IN CASES OF SUDDEN DEATH.411 
Ian Stewart, M.D., Keighley, England 

OCULAR PROBLEMS IN CEREBRAL PALSY 
John S. Aiello, M.D., Phoenix, Arizona 

JAUNDICE 
Philip Thorek, M.D., Chicago, Illinois 


THE PRESIDENT’S PAGE 


ssh dade ia Diktlaah aint aa glate eae aes eon Saandan eines ahem aaa ardy tied tees welled 422 
W. R. Manning, M.D., President, Arizona Medical Ass’n., Inc. 


EDITORIAL PAGE 


YOUR PATIENT’S RIGHT TO DRIVE AND YOUR DUTY ................ceeeeeees 423 
Es CE 56.65 6 esse SRN G Kd whe d Oddie CEES CR ee R Rare 424 


LETTER TO EDITOR 


I CI foods Oo bo a a ail eRe eae eee Reta 426 
O. L. Bendheim, M.D., Phoenix, Arizona 
ee ee I, CE ccc wvicwenew skin eae na scene snewadmeeewnews 426 


TOPICS OF CURRENT MEDICAL INTEREST 


ARIZONA MEDICAL ASSOCIATION INC. MEDICARE REPORT................... 427 
Frank W. Edel, M.D. 

ARIZONA MEDICAL ASSOCIATION INC. PROFESSIONAL LIASION 

COMMITTEE REPORT 

W. B. Steen, M.D. 

1957-58 ANNUAL REPORT OF THE ARIZONA AMEF COMMITTEE .............. 434 
H. W. Caldwell, M.D. 

1957-58 ANNUAL REPORT OF THE FEE & CONTRACTURAL MEDICINE ...... 438 
H. W. Kohl, M.D. 

ee Pe MUUIUIEE 6.55.6 6005s wSseeciccvoscvivevasuasseuesete sd 440 
L. D. Sprague, M.D. 

DEPENDENTS’ FREE CHOICE OF CARE QUESTIONED 

LEGISLATIVE REVIEW 

ARMY ROLE OUTLINED IN CD EMERGENCY 


(Continued on Page 6A) 





ARIZONA MEDICINE June, 1958 

PROGRESS REPORT FROM THE POISONING CONTROL CENTER .............. 444 
ee es CEE BEIM, occ ci ccbccriacecesesececscececacess 445 
SAFETY CLOSURE FOR CHILDREN’S ASPIRIN BOTTLE ..................+.45- 446 
a Wh ad ae a Gk k Gade Re OO SD SW ao te Reh wale RES 446 
EN eB ee ee aoa aid ae ld an AN RO ae ANS Mensa KES Saas ae 446 
Nis ae Sire ein pdr eae eae eRe ale OR we we ORE eee eR Se 448 

L. D. Sprague, M.D. 
NON-PROFIT HOSPITALS OFFERED LOANS IN SENATE-PASSED BILL ......... 449 
INCREASE HILL-BURTON FOR NEXT YEAR TO $201 MILLION ................. 449 
LARRICK EXPLAINS PROPOSAL FOR FOOD ADDITIVES CONTROL ............ 449 
DC Pe Be RRR, CIMINO NEED oo cic cccccccccnscscseccescccceee 450 

D. Melick, M.D. 
AMA INDORSES ‘BRICKS-AND-MORTAR’ AID TO MEDICAL SCHOOLS.......... 454 
MEDICAL EDUCATORS URGE ACTION ON MEDICAL SCHOOL AID BILLS ....454 
ee a ew ep AREA REE SCAR wa Wa Ober ede 455 

D. McLeod, M.D. 
13 ARIZONA HOSPITALS TO HAVE CANCER REGISTRIES ..................... 458 
THE ROLE OF THE MEDICAL PROFESSION IN EYE CARE ..................-. 458 
FEE CONTRACTS WITH VA YIELD TO SIMPLER PLAN ...............222eeeeee 460 
FOGARTY FAVORS CUSTODIAL CARE CHANGE IN HILL-BURTON LAW ........ 461 
PHS WORKING ON ‘PROGRESSIVE CARE’ PROGRAM FOR HOSPITALS ......... 461 
eas eee SEE ME? GOP PEEAMAT occ ccsiccc ccc cscccccsccceseceses 462 
UNIVERSITY OF ARIZONA BIBLIOGRAPHY SCIENTIFIC PUBLICATIONS ...... 462 
THE AMERICAN PHYSICIAN & THE WORLD MEDICAL ASS’N. ............... 464 
CATASTROPHIC INSURANCE UP 20-FOLD FOLSOM TESTIFIES .............. 465 
ee ee So vce cease wheeun dé Keeeasewee oes nba ewesan senda 465 
I i el sie be acewew ea ae kil 466 
WMA THE INTERNATIONAL VOICE OF ORGANIZED MEDICINE ............. 466 
NEW DATA ON FREQUENCY OF PHYSICIAN VISITS ...............0c ce eeeeees 468 
ACADEMY OF GENERAL PRACTICE ANNOUNCES NEW OFFICERS ............ 468 
I eas cha De waw  Savi a waweeweenwanlee 470 
ee a eo es a ak a ie eke eS MN a Oke Maem ae cae aeeenne's 470 
HOW MUCH CASH WILL BE NEEDED TO SETTLE YOUR ESTATE? ............ 470 
PD PAPTU NUNES GAPOL IEEE WARMED oc ccc ceecddccccccevcccceccsadesecosces 470 
ODDS THAT A WIFE WILL OUTLIVE HER HUSBAND ...................000.:. 478 
EE oo ae Rake WNE ATS ak bio 2 4:0a en RRR kw 6 WS 6.1 ek oad wae ween 478-45A 

FUTURE MEETINGS 

12TH ANNUAL ROCKY MOUNTAIN CANCER CONFERENCE ................... 469 
UNIVERSITY OF COLORADO MEDICAL CENTER ......cccccccccccccccccccccess 469 
SUMMER CLASSES — UNIV. OF CALIF. AT LOS ANGELES .................... 469 
ee Oe Os EEE og occ cccwocdevneceesenses teenseccecesens 469 
SP EUENENEEOE —— GUNN. GO GEMes 6 és ccwccccdecdveescwsvceceessceceseboses 470 


ec ck een ae teeter eAWwdes We SELES ab eeeeebacoe ee 471 
James R. Moore, M.D. 


WOMEN’S AUXILIARY 


ee ee oak eh nee a eN WG MRED SSS HAA ON eS Rema pee mene 480 
Mrs. Robt. A. Stratton, Yuma, Arizona 


DIRECTORY 
i ct ee ire Weenie aide Wks Sidi eA ead aE Sie eke Gud em ue AR Med 47A 
EOS — GIR PORNUIE SOUIICTOIE oo ccc c cede ce ccsscccvecscsececeseus 49A 
rs Ras ni views wancte Rane sey SaaS Veen ann dine Wee'ens once uel 





Published monthly by The Arizona Medical Association, Inc. Business office at 112 N. Central Avenue, 
Phoenix, Arizona. Subscription $5.00 a year, single copy 50c. Entered as second class matter March 1, 1921, 
at Postoffice at Phoenix, Arizona, Act of March 3, 1879. 

(The Editors of the Journal assume no responsibility for opinions expressed in the articles contributed 
by individual authors.) 








—_ @ @g -. = = +S SS hom 


M 











Vol. 15, No. 6 


Directory 


THE ARIZONA MEDICAL ASSOCIATION, INC 
Organized 1892 826 Security Building 
234 NORTH CENTRAL AVE., PHOENIX, ARIZONA 


OFFICERS AND DIRECTORS 
ae ie eA eee President 
770 =. omntey Club Rd., Tucson, Arizona 
Dermont W. Melick, DS eetee ahaa ae e awew President-Elect 
1005 Professional Building, Phoenix, a 
Lindsay E. Beaton, M.D. Vice-President 
1650 tS Campbell Avenue, Tucson, Arizona 


W. R. Mensieg,, 


fe “: "ease IarR Eee rice per Secretary 
1130 East McDowell Rd., Phoenix, Arizona 
Genes. Th. We le OE: Sa cecicnnpescwsieces Treasurer 


105 North Cortez, Prescott, Arizona 

£4 eer S Speaker of the House 

2021 N. Central Ave., Phoenix, Arizona 

Jesse D. Hamer, M. Delegate to AMA 

910 Professional Building, Phoenix, Arizona 

Robert E. Hastings, M.D. ......... Alternate Delegate to AMA 

1014 North Country Club Rd., Tucson, Arizona 

Darwin W. Neubauer, .D. Editor-in-Chief 
720 North Country Club Rd., Tucson, Arizona 


DISTRICT COUNCILORS 
Frank W. =, I< cchh tsi hese de ivialanish ae aie <a Ko Central District 
8 E. McDowell Rd., Phoenix, Arizona 
Donald A. Bl M.D. Central District 
550 W. Thomas Rd., Phoenix, Arizona 
E. Henry Ih M.D. Central District 
150 is McDowell Rd., Phoenix, Arizona 
Th "st catees canmensheknee Central District 
W. Thomas Rd., Phoenix, Arizona 
Donald F. DeMarse, M.D. Northeastern 
Box 397, Holbrook, — 
Roy O. Young, M.D. Northwestern 
110 W. Birch Ave., Flagstaff, Arizona 
Frederick W. Knight, M.D. ............ Southeastern District 
618 Central Avenue, Safford, p= ome 
Walter T. Hileman, M.D. Southern District 
1603 N. Tucson Blvd., Tucson, Arizona 
William . Ns SL. sik ce ee e:eeh one te Southern District 
116 North Tucson Boulevard, Tucson, Arizona 
James T. O'Neil, M.D. Southwestern District 
113 West Second Street, Casa Grande, Arizona 


COUNCILOR AT LARGE 
a6db bab éesneedebadesedeunes Past President 


Lorel A. Stapley, M 
550 W. 
District 


District 


C. C. Craig, M.D. 
1313 N. Second Street, Phoenix, Arizona 
Robert Carpenter Executive Secretary, Arizona Medical Assn., Inc. 
STANDING BOARDS — 1957-58 

PROFESSIONAL BOARD: Robert H. Cummings, M.D., Chair- 
man (Phoenix); Edward H. Bregman, M.D. (Phoenix); Orin 
J. Farness, M.D. (Tucson); T. Richard Gregory, 
(Phoenix); Ronald S. Haines, M.D. (Phoenix); Joseph M. 
Kinkade, M.D. (Tucson); Daniel W. Kittredge, Jr., M.D. 
(Flagstaff); Charles S. Powell, M.D. (Yuma); Norman A. 
Ross, M.D. (Phoenix); Stuart Sanger, M.D. (Tucson); Milton 
— F. Ly M.D. (Tucson); John M. Vivian, M.D. (Phoe- 

ix); well C. Wormley, M.D. (Phoenix). 

PUBLIC RELATIONS BOARD: Donald A. Polson, M.D., Chair- 
man (Phoenix); Harry S. ckwith, . (Wins! low); Paul 
- Case, M.D. (Phoenix); W. Scott Chisholm, M.D. (Eloy); 

Max Costin, M.D. (Tucson); Donald F. DeMarse, M.D 
(Holbrook); Paul B. Jarrett, M.D. (Phoenix); Leo J. Kent. 
M.D. (Tucson); Herbert C. Kling, M.D. (Yuma). 

STANDING COMMITTEES — 1957-58 

GRIEVANCE COMMITTEE: A. I. Podolsky, M.D., Chairman 
(Yuma); Walter Brazie, M.D. (Kingman); W. Albert Brewer, 
M.D. (Phoenix); Robert E. Hastings, M.D. (Tucson); Walter 
. Hileman, M.D. Saag | Oscar W. Thoeny, M.D. (Phoe- 

ix); Otto E. Utzinge (Scottsdale). 

HISTORY AND OBITUARIES COMMITTEE: Howell S. Ran- 
dolph, M.D., Historian (Phoenix); Nelson C. Bledsoe, M.D. 
(Tucson); Robert S. Flinn, M.D. (Phoenix); Darwin W. 
Neubauer, M.D. (Tucson); Leslie B. Smith, M.D. (Phoenix). 

INDUSTRIAL RELATIONS COMMITTEE: Lindsay E. Beaton, 
M.D., Chairman (Tucson); Philip G. Derickson, M.D. (Tuc- 
son); Francis M. Findlay, M.D. (San Manuel); Joseph Saba, 
M.D. (Bisbee); Leo L. Tuveson, M.D. (Phoenix). 

LEGISLATION COMMITTEE: Millard Jeffrey, M.D., Chairman 
(Phoenix); Jesse D. Hamer, M.D., Chairman Emeritus (Phoe- 
nix); Nicolo V. Alessi, M.D. (Douglas); Floyd B. Bralliar, 
M.D. (Wickenburg); Walter Brazie, M.D. (Kingman); 
John A. Ejisenbeiss, M.D. (Phoenix); Orin J. Farness, M.D. 
(Tucson); Carl H. Gans, M.D. (Morenci); John C. Godbey, 
Jr., M.D. (Morenci); Juan S. Gonzalez, M.D. (Nogales); 
William N. Henry, M.D. (Grand Canyon); Robert V. Horan, 
M.D. (Miami); Chalmers D. Johnson, M.D. (Coolidge); Wil- 
liam H. Marlow, M.D. (Prescott); W. Shaw McDaniel, M.D. 
(Phoenix) Giles G. Merkel, M.D. (McNary); Donald E. Nel- 
son, M.D. (Safford); Warren J. Nelson, M.D. (Safford); Wal- 
lace * Reed, M.D. (Phoenix); Reed D. Shupe, M.D. (Phoe- 
nix); A. C. Stevenson, M.D. (Phoenix); Lavern D. Sprague, 
M.D. (Tucson); on F. Stanley, M.D. (Yuma); George C. 
Truman, M.D. (Mesa); Myron G. Wright, M.D. (Winslow). 

MEDICAL DEFENSE COMMITTEE: Ernest A. Born, M.D., 

airman (Prescott); Preston T. Brown, M.D. (Phoenix); 
Harold W. Kohl, M.D. (Tucson). 

MEDICAL ECONOMICS COMMITTEE: Stuart Sanger, M.D., 

airman (Tucson); Frank W. Edel, M.D. (Phoenix); Paul 
B. Jarrett, M.D. (Phoenix). 


ARIZONA MEDICINE 7A 


PUBLISHING COMMITTEE: Darwin W. Neubauer, M.D., Chair- 
man (Tucson); R. Lee Foster, M.D. (Phoenix); Frederick W. 
Knight, M.D. (Safford); Donald E. Nelson, M.D. (Safford). 

SCIENTIFIC ASSEMBLY COMMITTEE: W. R. Manning, M.D., 
Chairman (Tucson); Joseph Bank, M.D. (Phoenix); Francis M. 
Findlay, M.D. (San Manuel); Walter T. Hileman, M.D 
(Tucson); Charles H. Karr, M.D. (Safford); Bogste E. Nel- 
son, M.D. (Safford); Darwin W. Neubauer, M.D. (Tucson); 
E. Henry Running, M.D. (Phoenix); Robert A. Stratton, 
M.D. (Yuma); Ashton B. Taylor, M.D. (Phoenix). 

SPECIAL COMMITTEES — 1957-58 

AIR POLLUTION COMMITTEE: George G. McKhann, M.D., 
Chairman (Phoenix). 

ARIZONA AMEF COMMITTEE: Harold W. Kohl, M.D., Chair- 
man (Tucson); James J. Berens, M.D. (Ph 
Caldwell, M.D. (Phoenix); Arthur V. Dudley, Jr., 
(Tucson); Cl H. Kuhl M.D. (Tucson); William 
A. Phillips, M.D. (Yuma). 

BENEVOLENT AND LOAN FUND COMMITTEE: Ernest A. 

M.D., Chairman (Prescott); Preston T. Brown, M.D. 

; Donald K. Buffmire, M.D. (Phoenix); Leslie B. 
Smith, M.D. (Phoenix); Clarence E. Yount, Jr., M.D. 
(Prescott). 

BLOOD BANK COMMITTEE: Ralph H. Fuller, M.D., Chairman 
(Tucson); D. W. Melick, M.D. (Phoenix); Paul J. Slosser, 
M.D. (Yuma). 

CENTRAL OFFICE ADVISORY COMMITTEE: C. E. Yount, 

he ._D., Chairman (Prescott); Jesse D. Hamer, M.D. 
(Phoenix); James T. O'Neil, M.D. (Casa Grande); Leslie 
B. Smith, M.D. (Phoenix); William B. Steen, M.D. (Tucson). 

CIVIL DEFENSE COMMITTEE: Ruland W. Hussong, M.D., 
Chairman (Phoenix); Ernest A. Born, M.D. (Prescott); Rich- 
ard O. Flynn, M.D. (Tempe); John W. Kennedy, M.D. (Phoe- 
nix); Donald E. Nelson, M.D. (Safford); William A. Phillips, 
M.D. (Yuma); Roy O. Young, M.D. (Flagstaff). 

CONSTITUTION AND BY-LAWS COMMITTEE: Paul B. Jarrett, 
Chairman (Phoenix); Lindsay E. Beaton, M.D. (Tucson); 
Miguel A. Carreras, M.D. (Tucson); Carl A. Holmes, M.D 
(Phoenix); Leslie B. Smith, M.D. (Phoenix). 

DOCTORS RETIREMENT AND INVESTMENT COMMITTEE: 
Oscar W. Thoeny, M.D., Chairman (Phoenix); G. Robert 
Barfoot, M.D. (Phoenix). 

FEE AND CONTRACTUAL MEDICINE COMMITTEE: Hayes 
W. Caldwell, M.D., Chairman (Phoenix); G. Robert Bar- 
foot, M.D. (Phoenix); Lindsay E. Beaton, M.D. (Tucson); 
W. ‘Albert Brewer, M.D. (Phoenix); Frank W. Edel, M.D 
(Phoenix); Francis M. i = Tae M.D. (Tucson); Clarence B. 
Warrenburg, M.D. (Phoe 

INSURANCE PLANNING COMMITTEE: D. W. Melick, M.D., 
Chairman (Phoenix); Arthur V. Dudley, M.D. (Tucson); 
Howard C. Lawrence, M.D. (Phoenix); Frank A. Shallen- 
berger, Jr., M.D. (Tucson); Paul L. Singer, M.D. (Phoenix); 





Noel G. Smith, M.D. (Phoenix); William B. Steen, M.D 
(Tucson). 

LEGAL SERVICES COMMITTEE: C. E. Yount, Jr., M.D., 
Chairman (Prescott) D. W. Melick, M.D. (Phoenix); Mar- 
od W. Merrill, M.D. (Phoenix); Leslie B. Smith, M.D 
(Phoenix); Morris E. Stern, M.D. (Phoenix). 

MEDICAL SCHOOL COMMITTEE: D. W. Melick, M.D., 


Thomas H. Bate, M.D. (Phoenix); Ian 
a aaa M.D. (Tucson); Don E. Matthiesen, M.D 
(Phoenix); Darwin W. Neubauer, M.D. (Tucson). 

MEDICARE ADJUDICATION COMMITTEE: Frank W. Edel, 
M.D., Chairman cna Joseph Bank, M.D. (Phoenix); 
James D. Barger, M.D. (Phoenix); Lindsay E. Beaton, M.D. 
(Tucson); W. Albert Brewer, M.D. (Phoenix); Robert E. 
Hastings, M.D. (Tucson); Paul B. Jarrett, M.D. (Phoenix); 
C. C. Piepergerdes, M.D. (Phoenix); Robert A. Price, M.D. 
(Phoenix); E. Henry Running, M.D. (Phoenix); Stuart San- 
ger, M.D. (Tucson); Morris E. Stern, M.D. (Phoenix); Laddie 
L. Stolfa, M.D. (Phoenix); Ashton B. Taylor, M.D. (Phoenix); 
Charles E. Van Epps. M.D. (Phoenix). 

MEDICARE COMMITTEE: Frank W. Edel, M.D., Chairman 
(Phoenix); W. Albert Brewer, M.D. (Phoenix); Ernest A 
Born, M.D. (Prescott); Walter T. Hileman, M.D. (Tucson); 
Paul B. Jarrett, M.D. (Phoenix): ADVISORY TO MEDICARE 
— Walter D. Bigford, M.D. (Kingman); William E. Bishop, 

D. (Globe); Edward H. Bregman, M.D. (Phoenix); Ellis 
V. Browning, M.D. (Springerville); W. Scott Chisholm, 
M.D. (Eloy); Charles B. Daniell, M.D. (Morenci); Orin J. 
Farness, M.D. (Tucson); C. Herbert Fredell, M.D. (Flagstaff); 
T. Richard Gregory, M.D. (Phoenix); Ronald S. Haines, 
M.D., (Phoenix); Delmar J. Heim, M.D. (Tucson); Robert 
S. Keller, M.D. (Safford); Joseph M. Kinkade, M.D. (Tuc- 
son); Daniel W. Kittredge, Jr.. M.D. (Flagstaff); Leo L. 
Lewis, M.D. (Winslow); Charles S. Powell, M. D. [Seman 
George D. Reay, M.D. (Douglas); Kenneth Reichardt, 
(Yuma); Norman A. Ross, M.D. (Phoenix); Stuart 3.4 
M.D. (Tucson); Milton C. F. Semoff, M.D. (Tucson); Charles 
S. Smith, M.D. (Nogales); Lorel A. Stapley, M.D. (onesies 
John M. Vivian, M.D. (Phoenix); Lowell C. Wormley, M 
(Phoenix); C. E. Yount, Jr., M.D. (Prescott). 

MEDICOLEGAL COMMITTEE: Jesse D. Hamer, M.D., Chair- 
man (Phoenix); Otto L. Bendheim, M.D. (Phoenix); Ian 
M. Chesser, M.D. (Tucson); John R. Green, M.D. (Phoenix); 
hey agg T. Hileman, M.D. (Tucson); Robert A. McCulley, 

M.D. (Phoenix). 

NURSING SERVICES, JOINT COMMITTEE ON IMPROVE- 

MENT OF. Lucille M. Dagres, M.D., Chairman (Phoenix); 

Bean, M.D. Snyder, M.D 


Chairman (Phoenix): 


Francis J. (Tucson); Bertram L. 


(Phoenix). 





SA ARIZONA MEDICINE 


OSTEOPATHY LIAISON COMMITTEE: Reed . Shupe, M.D., 
Chairman (Phoenix); Sebastian R. Caniglia, M.D. (Phoenix): 
Millard any a (Phoenix); - A. I. Podolsky, M.D. 
(Yuma); H Thompson, M.D. (Tucson). « 

POISONING CONTROL. AD HOC COMMITTEE ON: Virginia 

Cobb, M.D., Chairman (Tucson); Paul B. Jarrett, M.D. 
tPhoe nix); Maurice Rosenthal, M.D. (Phoenix); Martin S. 
Withers, M.D. (Tucson). 

PROFESSIONAL LIABILITY INSURANCE INVESTIGATING 
COMMITTEE: Howard Lawrence, M.D., Chairman 
Phin). Emest A. Born, M.D. (Prescott); Jesse D. Hamer, 
M iow: Paul B. Jarrett, M.D. (Phoenix); Stuart 
Sanger, M.D. (Tucson). 

PROFESSIONAL LIAISON COMMITTEE: William B. Steen, 
M. Chairman (Tucson); Raymond J. Jennett, M.D. (Phoe- 
nix); “Harold W. Kohl, M.D. (Tucson). 

SAFETY COMMITTEE: MacDonald Wood, M.D., Chairman 
(Mesa); Donald F. DeMarse, M.D. (Holbrook); Paul B. 
Jarrett, M.D. (Phoenix); Henry P. Limbacher, M.D. (Tucson). 

SCHOOL F HEALTH, CO-ORDINATING COMMITTEE ON: Mar- 
cus Westervelt, M.D., Chairman (Tempe); Jack H. Dem- 
. MD. (Tucson); Noel G. Smith, M.D. (Phoenix); Robert 

N. Stratton, M.D. (Yuma). 

VETERANS MEDICAL AFFAIRS LIAISON COMMITTEE: 
Hilary D. Ketcherside, M.D., Chairman( Phoenix); John L. 
Cogland, M.D. (Phoenix); John A. Ejisenbeiss, M.D. (Phoe- 
nix); Robert E. Hastings, M.D. (Tucson); Walter T. Hile- 
man, M.D, (Tucson); Frederick J. Lesemann, M.D. (Tcsonts 
C. Selby Mills, M.D. ( é x. rn rated’ won (Yuma 

ADVISORY * COMMITTEE TO WOMAN’S AUXILIARY: 
Charles S. Powell, M.D., Seat (Yuma); Melvin A. Phil- 
lips, M.D. (Prescott); Donald A. Pol son, M.D. (Phoenix); 

Harry E. Thompson, M.D. (Tucson). 


Women’s Auxiliary 


OFFICERS OF THE AUXILIARY TO THE ARIZONA 
MEDICAL ASSOCIATION — 1957-58 


LE epee TT TCT TT ert Mrs. Charles S. Powell 
698—9th Ave., Yuma 
President-Elect .........ssecesccese Mrs. Melvin W. Phillips 
928 Flora Street, Prescott 
Ret View Poscifiemt ...c cccccscsceces Mrs. Hiram D. Cochran 
2716 East 4th Street, Tucson 
Bod View Puadibemt <oucccccccccvcsses Mrs. Robert A. Stratton 
1916—6th Ave., Yuma 
OO re me eer Mrs. Ian M. Chesser 
2909 E. Alta Vista, — 
Recording Secretary ek keane «ae eae teed Mrs. Clare W. Johnson 
805 E. Tuckey Lane, Phoenix 
Corresponding Secretary ............-+++- Mrs. Ralph T. Irwin 
728—6th Ave., Yuma 
ster 4h SD cnc ccccetnncccuneaas Mrs. Oscar W. Thoeny 
721 Encanto Drive, S. E., Phoenix 
eS ee. ear reer Mrs. John F. Stanley 
201—Ist Ave., Yuma 
Whsocter CB FOR) «osc cds kscsvceces Mrs. William E. Bishop 


605 S. Third Street, Globe 
STATE COMMITTEE CHAIRMEN — 1957-58 


COIR 5 4.0 50-0 nase kees dee 0450 0neeeeens Mrs. James Moore 
805 W. Granada, Phoenix 
SRN. 0.0 500s ehnneaeeaneennwea sass Mrs. William E. Bishop 
605 South Third Street, Globe 
SD ND. oat cc crardens 600052 00000048 Mrs. John Kennedy 
814 East Palmaire, Phoenix 
IN a ul gtd be wine acces eae a Mrs. John F. Stanley 
201—Ist Ave., Yuma 
GD, a cc aceeeenadteOeeebeess caada des Mrs. Brick Storts 
3228 East Fifth Street, Tucson 
PORE EEE PCT OP CT OEP eee Mrs. Paul Causey 
2200 N. Alvardo Road, Phoenix 
: gf rrr Mrs. William A. Phillips 
638-—8th Ave., Yuma 
STE doce Gatto ckehsnse« éaaie «Mrs. John Eisenbeiss 
3121 North 17th Ave., Phoenix 
BTN o.oo 46.00600500600006000 7640005 Mrs. Roy Hewitt 
130 Camino Miramonte, Tucson 
NE 5. 6c Sadnndenaennndins ceend Mrs. Arthur V. Dudley 
Rt. 6 Box 876, Tucson 
EE in binder chswhneeaneeseas Mrs. George Enfield 
335 West Cambridge Ave., sage 
Public Relations & Safety ............. Oscar W. Thoeny 
721 Encanto Drive, S. E., te 
a eS SS a era eee: Mrs. Jesse Hamer 
1819 N. 11th Ave., Phoenix 
Student Nurse Loan Fund ............... Mrs. Donald Polson 
1817 Palmcroft Dr., N. W., Phoenix 
Medical Education Fund ...............+.-- Mrs. H. A. Hough 
225 Yavapai Drive, Prescott 
PD kin Se” wh aeuetei an te ant o ce Mrs. John T. Clymer 
7040 N. 7th, Phoenix 
PS sc wean @ikae gens ounces ae bak tee. Juan E. Fonseca 


Rt. 4. Box 290. Tucse 
COUNTY PRESIDENTS. AND OFFICERS 1957-58 
COCONINO COUNTY 


PI 5 sv 5.dniddenle Maden saNduee o6'4 Mrs. Jay L. Sitterley 
206 W. Hunt, Flagstaff 
Wee SEED « « &oa'b a a Raeneeds de ceeotune Mrs. Roy Young 
Flagstaff 
ES 44 Shs 8 wknd s onde eae 84 a8 Mrs. Herbert Fredell 
Flagstaff 
ED caus Wh bale hea wed COR aS oe R008 ace Mrs. Leo Schnur 


Sedona 


June, 1958 
GILA COUNTY 
PED oc dvcwestecnunsanedd on 640s cir Mrs. Albert J. Harris 
185 E. Cedar Street, Globe 
tr  . ids4eKkaet pee aeons eee e eos Mrs. James Hazel 
Box 928, Hayden 
Secretary-Treasurer ..........-.-ee000- Mrs. Robert V. Horan 


Box 1296, Miami 
MARICOPA COUNTY 


BOE. ccctdndnneeanbasehkses oeened Mrs. Lorel A. Stapley 
7029 N. 2nd Drive, Phoenix 
ee Wa SD ak div ieedcauedanaies Mrs. Thomas Rowley 
114 S. Miller, Mesa 
ee Wee ND 6. 55 wi Ge Ke aicccanee Mrs. Robert B. Leonard 
3041 N. Evergreen, Phoenix 
PSS Sar Mrs. Seymour Silverman 
334 East Medlock, Phoenix 
WOUND oo ecvtdstao wens ees édaseeuns Mrs. Laddie L. Stolfa 
204 East Pomona eed, Phoenix 
PIMA COUNT 
Pe eee ee er eT Mrs. John K. Bennett 
185 Sierra Vista Dr., Tucson 
NE a iated 4a dine K ass tan Oxo Mrs. Ian M. Chesser 
2909 E. Alta Vista Dr., Tucson 
Oe GE ea aknc cecedenesancuse's Mrs. Wesley S. Fee 
215 Busch Place, Tucson 
ee Wee SE o4 be ceedusawetnsnes Mrs. James N. Lane 
Rt. 5, Box 723, Tucson 
Nn a ccc cidae cds Koondeee Mrs. G. A. Janssen 
2934 E. Stratford Dr., Tucson 
Corresponding Secretary ................) Mrs. J. K. Nattinger 
4750 N. Camino Luz, Tucson 
WE oss cus dackwarembadia weaned Mrs. Fred H. Landeen 


6911 E. Soyaluna PI., Tucson 
YAVAPAI COUNTY 
PE ccntctihindietanbaacnen Mrs. William H. Marlowe 
520 Highland Ave., ween 
. C. F. Blackler 


0 err A ee eee Mrs. William Holsey 
Vet. Adm. Center, — -% 


CE es eee amet . Joseph P. McNally 
208 Grove, ee a 
, YUMA COUNTY 
PED 6 wusecckctwdaeueaa hed ssded Mrs. Robert M. Matts 
: 1425-—7th Ave., Yuma 
Wee EE  . cecdcbamedeosstdesedcancaee Mrs. James Volpe 
1806—6th Ave., Yuma 
. Ee ee he ee eR ey Mrs. William H. Lyle 
1429—10th Ave., Yuma 
SD .é. o:00is an toca ae eb amd deaed Mrs. Carl Bengs 


1317—7th Ave., Yuma 





. . . a complete line of 


SURGICAL SUPPORTS 


Fitted exactly as you pre- 
m scribe. 


. for your patients’ every 
condition — such as back 
strain, obesity, post-opera- 
tive, viceroptosis, cardiac, 
emphysema, etc. 


Hospital and home alls 
made at your direction. 


Expert fitters, private fitting 
rooms. 





Grove’s Surgical Supports 


Store 


3123 N. CENTRAL AVE. 
PUOEN'X PHONE 











ARIZONA CR 4-5562 














he 
th 
be 
W 
ce 
ot 


m 


ins 


bl 


ou 











IZONA MEDICINE 





vurna of Cuzena Mfedical Casocialion 








= 


VOL. 15, NO.6 = 


=>. 
4, 


= JUNE, 1958 


Original atbeticles 


CORONARY OBSTRUCTION: MORBID ANATOMY IN 
CASES OF SUDDEN DEATH 


By Ian Stewart, M.D. 
Consultant Pathologist, Keighley, England 


D unnc the five year period 1953-1957 the 
writer has carried out, in the Craven district of 
Yorkshire, 219 autopsies on persons in whom 
blockage of the coronary vessels was considered 
to be the prime cause of sudden death. In a 
considerable proportion of cases other morbid 
conditions were found, such as hypertensive 
changes and myocardial fibrosis, but in all the 
cases now quoted the condition of the coronary 
vessels was incompatible with life. 

All the cases, except two which occurred in 
hospital, were the subject of a coroner’s enquiry, 
the individuals having died unexpectedly in 
bed, in their homes, or in some public place. 
With rare exceptions none of them had had re- 
cent medical treatment, unless for conditions 
other than cardiac. 

The classifications which have been made 
leave much to be desired. In the younger age 
groups a clear distinction can be made between 
perhaps a fully blocked left coronary artery 
and a healthy right vessel. With advancing age 
and progressive atheromatous degeneration of 
both vessels their condition tends to approximate 
so that eventually the site of major blockage 
becomes a matter of opinion. Such an approxi- 
mation was seen in 21] cases in the series. 

The cases will be described under five head- 
ings. First, coronary occlusion, which indicates 
blockage by a fatty patch, by calcification or 
by a fibrous band, without thrombosis and with- 
out any evidence of an infarction of the heart 


muscle. Second, the cases in which there was 
a visible adherent antemortem thrombus. Third, 
the occurrence of death during a bout of anginal 
pain without any disease being found in the 
coronary vessels. Fourth, the cases in which 
coronary blockage was followed almost im- 
mediately by rupture of the heart. Fifth, a more 
detailed account of the cases which occurred 
in persons below the age of 50 years, which to 
the clinician are quite the most alarming. 

1. Coronary Occlusion: The age distribution 
is recorded in Table 1. 


Table 1 
Age group Men Women 
30 - 39 2 
40 - 49 8 0 
50 - 59 35 1 
60 - 69 39 14 
70 - 79 24 17 
80 - 89 8 3 
90 - 99 1 1 
117 36 


The following tables (2, 3, 4, 5) detailing the 
anatomical changes, should be accepted only 
as a rough guide. The terms “fatty” and “calci- 
fied” indicate only the predominant features of 
the lesions many of which were mixed. In the 
same way the term “not obstructed” indicates 
only that a visible channel existed and con- 
sequently is applied both to vessels which were 
widely patent and to those which were severely 
restricted. 
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Table 2 
Left Coronary artery: men. 
Not obstructed Obstructed 
Age Fatty Calcified Fibrous Fatty Calcified 
30 - 39 0 0 0 2 0 
40 - 49 0 0 1 5 2 
50 - 59 1 0 2 15 17 
60 - 69 5 0 0 8 26 
70 - 79 0 0 3 3 18 
80 - 89 0 0 0 0 8 
90 - 99 0 0 0 0 1 
Table 3 
Right Coronary artery: men. 
Not obstructed Obstructed 
Age Healthy Fatty Calcified Fatty Calcified 
30 - 39 1 l 0 0 0 
40 - 49 3 5 0 0 0 
50 - 59 3 21 10 1 0 
60 - 69 1 19 14 5 0 
70 - 79 0 15 9 0 0 
80 - 89 0 4 4 0 0 
90 - 99 0 0 1 0 0 
Table 4 


Left Coronary artery: women. 


Not obstructed Obstructed 
Age Fatty Calcified Fatty Calc‘fied 


50 - 59 0 0 1 0 

60 - 69 0 ] 4 8 

70-79 0 l 3 14 

80 - 89 0 0 1 2 
Table 5 


Right coronary artery: women. 


Not obstructed Obstructed 
Age Fatty Calcified Fatty Calcified 


50 - 59 1 0 0 0 
=e ° ss Ss 4:4 .9 
70 - 79 6 9 1 ] 
—_— 2 ¢ 6 *¢ 
It will be seen from these tables that sudden 
death from coronary occlusion was three times 
more frequent in men than in women, that over 
one-third of the deaths in men occurred before 
the age of 60 and that only one case (out of 
36) was seen in a woman of less than 60. In 
only 6 of the 117 men and in 3 of the 36 women 
was death attributed to blockage of the right 
coronary artery. 
2. Coronary Thrombosis: 
The age incidence is recorded in Table 6. 


Coronary Thrombosis 


Age Men Women 
30 - 39 1 0 
40 - 49 4 0 
50 - 59 7 3 
60 - 69 16 4 
70 - 79 10 6 
80 - 89 1 0 
90 - 99 1 0 


40 13 
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The ratio of men to women is almost the same 
as in coronary occlusion, there is the same much 
earlier onset in men and roughly the same dis- 
tribution in age groups as in uncomplicated 
occlusion. In all the cases except one the throm- 
bosis was associated with fatty change or calci- 
fication. The exception was a man of 42 years 
in whom the arteries showed no sign of atheroma 
but the descending branch of the left coronary, 
of normal size in its first quarter inch, was re- 
duced thereafter to one-third of its normal size. 
The thrombus was lodged at the beginning of 
the narrow portion. This man had studiously 
avoided exertion throughout his life and the 
condition was undoubtedly a congenital defect. 

The site of the thrombosis is given in Table 7. 


Coronary Thrombosis 


Men Women 
Right coronary 12 6 
Left coronary 28 7 


Blockage of the right vessel by thrombus is 
thus much more frequent than its blockage by 
simple occlusion. 

3. Coronary Spasm: In only one case was the 
cause of death considered to be due to spasm. 
A man of 53 years, siezed with retrosternal pain 
in the presence of witnesses, died abruptly. At 
autopsy the coronary arteries were healthy and 
the only cardiac abnormality found was a small 
zone of softening near the apex of the left 
ventricle. In view of the widespread belief in 
the past that spasm was an important factor in 
fatal angina the fact that only one case of this 
sort was encountered in a series of over 200 in- 
dicates how erroneous that belief was. 

4. Coronary blockage with cardiac rupture: 
In this group of cases both occlusion and throm- 
bosis feature. The age and sex are given in 
Table 8. 


Table 8 
Cardiac Rupture 
Age group Men Women 
60 - 69 1 1 
70 - 79 1 7 
80 - 89 0 2 


In one of the men the left ventricle was 
ruptured along its left border and in the other 
the left ventricle had ruptured in the lower 
part of its anterior surface. The obstruction was 
fatty in the former, calcareous in the latter. 
Neither showed thrombosis. 

In nine of the women the tear was in the 
lower part of the front of the left ventricle, the 
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obstruction being a large thrombus in the left 
coronary in eight instances, one case being a 
simple occlusion. The tenth woman showed a 
thrombus in the right coronary and rupture of 
the back of the right ventricle. 


Every case had some softening of the muscle 
at the site of rupture with in some cases small 
extravasations of blood. The preponderance of 
women in this group contrasts remarkably with 
the sex distribution in occlusion and thrombosis 
and is not easy to explain. It would seem that 
after full blockage of the vessel has occurred 
the ventricle has continued to beat for some 
time, otherwise softening of the muscle could 
not have occurred. This argues that a collateral 
circulation of at least moderate efficiency has 
developed and it may be that such a circulation 
develops more readily in women. 


5. Cases seen in individuals aged less than 50: 
These were all men and because of their im- 
portance the salient findings in each of the 12 
cases seen are reported. 


Case 1. Age 49. Physique lean and muscular. 
Right coronary artery healthy. Left coronary 
artery blocked by signet ring fatty patch at 
one inch. Advanced calcification and ulceration 
of the abdominal aorta. Large active hydatid 
cyst of the liver. 


Case 2. Age 44. Physique moderately obese. 
Very advanced atheroma of the cerebral vessels. 
Right coronary artery contained a little ad- 
herent thrombus. Otherwise healthy. Left 
coronary rigid, rubbery partly calcified and with 
u pin point lumen. The aorta showed widespread 
calcification and many large ulcers. 


Case 3. Age 42. Physique plump and muscu- 
lar. This case, a failure of development of the 
left coronary, has already been described. His 
aorta showed occasional small fatty patches only. 


Case 4. Age 45. Physique spare. Right coronary 
showed a few fatty patches only, the left was 
blocked by a calcareous mass at one inch. The 
aorta showed a few small fatty patches only. 


Case 5. Age 46. Physique spare but well 
nourished. Right coronary artery showed a pin- 
hole orifice. There was no adjacent disease to 
account for it and it was probably congenital. 
The rest of the vessel, apart from small fatty 
patches, was healthy. 


Case 6. Age 49. Physique thin and muscular. 
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Right coronary showed a few small fatty 
patches. Left coronary blocked by a fatty signet 
ring at one-half inch. Aorta healthy. 


Case 7. Age 46. Physique moderately obese. 
Right coronary showed moderate general nar- 
rowing with no sign of atheroma. Left blocked 
by a fibrous constriction at one inch and again 
showed no sign of atheroma. The aorta was 
healthy. 

Case 8. Age 35. Physique moderately obese. 
Right coronary healthy. Left coronary blocked 
by signet ring fatty patch at one-half inch. Aorta 
healthy. 

Case 9. Age 39. Physique heavily muscular. 
Not obese. Right coronary showed a few small 
fatty patches only. Left vessel blocked by signet 
ring fatty patch at one inch. Aorta healthy. 

Case 10. Age 36. Physique obese. Right coro- 
nary showed several fatty patches one showing 
a zone of constriction at one inch. The left vessel 
showed diffuse fatty change, early calcification, 
a moderate general narrowing and blockage by 
thrombus. The aorta was healthy. 

Case 11. Age 43. Physique spare but well 
nourished. Right coronary showed three small 
fatty patches each with partial obstruction. The 
left vessel was fully blocked by a lateral fatty 
rod about an inch long. The aorta showed mas- 
sive fatty plaques and early ulcers. 

Case 12. Age 45. Physique plump. Severe em- 
physma of the lungs with barrel chest. Right 
coronary showed a few fatty flecks only. The 
left vessel was almost fully blocked by a signet 
ring fatty patch at one-fourth inch and the ves- 
sel beyond was filled with thrombus. The aorta 
was healthy. 

In this group of cases no particular type of 
physique is predominant. They can however be 
classed in three groups on the arterial changes. 

(a) Congenital malformations. Cases 3, 5 and 
7 were almost certainly of this type. 

(b) Those in which the coronary changes ap- 
peared to be part of a general and premature ar- 
terial atheroma. Cases 1, 2 and 11. 

(c) Those in which atheroma was restricted 
to the coronary vessels. Cases 4, 6, 8, 9, 10 and 12. 
Discussion: 

In the 219 cases which have been quoted, oc- 
clusion by fibrous, fatty or calcareous change ac- 
counted for 153 (69.8 per cent), thrombosis com- 
bined with fatty or calcareous change for 62 





414 ARIZONA MEDICINE 


(28.3 per cent), thrombosis combined with con- 
genital defect for 1 (0.5 per cent) and spasm 
for 1 (0.5 per cent). This agrees closely with the 
findings of Newman (1951) who, in a series of 
80 coronary deaths found thrombosis in 22 (27.5 
per cent). The distinction between simple occlu- 
sion and thrombosis is quite academic as in all 
the cases classified here as thrombosis, except 
one, the formation of a thrombus was a terminal 
incident in the slow progress of atheromatous 
degeneration. 

According to Gordon (1955) practitioners who 
are called upon to give a death certificate on 
clinical grounds alone, tend to certify “coronary 
thrombosis.” In a series of 119 such certificates 
this diagnosis was given in 81 per cent. It would 
certainly be more accurate to label them all cor- 
onary occlusion. Similarly when very old people 
die suddenly the term “myocardial degeneration” 
is commonly employed. In a report on 37 per- 
sons over the age of 75 who died suddenly 


June, 1955 


(Stewart, 1956), 13 had coronary occlusion, six 
coronary thrombosis and only five were due pri- 
marily to muscle degeneration. 

It would be out of place in a factual report 
such as this is to discuss the etiology of the dis- 
ease. Statistical and biochemical research con- 
tinues at an ever increasing rate, an extraordi- 
nary change from 30 years ago, when athero- 
ma was accepted as an inevitable senile degen- 
eration. Perhaps in the future prophylaxis and 
even cure of the established disease may emerge 
and make our social and economic problems 
even more complex. 


References: 
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OCULAR PROBLEMS IN CEREBRAL PALSY 


by John S. Aiello, M.D. 


Phoenix, Arizona 


) OCTORS Carlson, Miller, Guibor and many 
cthers have found that ocular defects exist in 
over 50 per cent of patients suffering with cere- 
bral palsy. A New York State survey indicated 
that cerebral palsy occurs about six times in every 
1,000 births. If this is true then we can estimate 
that about 1 per 300 live births will have cere- 
bral palsy with some ocular abnormalities. These 
figures are somewhat startling to a point that 
Perlstein stated that any child with eye abnor- 
malities at birth must be considered to have 
brain damage until it is proved otherwise and 
deserves a complete neurological examination. 
As a crippler of young people in the U. S. today, 
cerebral palsy is second only to poliomyelitis. 

The ocular defects often exist at birth. They 
are not usually noticed for a period of from one 
to three years, and more important, they are 
rarely treated adequately so as to develop good 
vision and adequate motor ability of the eyes. 

In 100 unselected cases at Lenox Hill Hospital 
Cerebral Palsy Clinic, examined over a two year 
period the eye findings were as follows: 44 per 
cent were normal and of the remaining 56 per 
cent, 40 per cent had esotropia (eyes that turned 
in), 8 per cent had exotropia (eyes that turned 
out), 1 per cent paresis of upward gaze, 3 per 
cent optic atrophy, 2 per cent congenital cata- 
racts, 1 per cent coloboma of iris, and 1 per cent 
spastic eyelids. Concurrent were two cases of 
nystagmus and one case of papilledema. 

With the existing strabismus, visual loss (am- 
blyopia) may occur which cannot always be 
overcome with treatment. Such anomalies of the 
eyes result in loss of binocular co-ordination and 
cepth perception. Therefore, certain of these 
paretic children fail to develop hand and eye co- 
ordination, walking, talking and reading as well 
as if normal ocular conditions existed. It is there- 
fore of paramount importance to insure each 
child the opportunity of developing the best pos- 
sible co-ordination in order to help that child 
overcome his motor difficulties that are associa- 
ted with cerebral palsy. 

Binocular vision and binocular eye move- 
ments are so closely associated that they must 
be considered together. Binocular vision is the 


co-ordinated use of the two eyes to produce a 
single impression, which is called fusion. At 
birth and for the first few months thereafter 
there is little co-ordination of the two eyes. Grad- 
ually, by a process of learning, an association be- 
tween the two eyes develops and leads to the 
process of fusion and binocular vision. It is said 
that fusion is developed by the age of two years. 

In cases of strabismus the eye that deviated, 
whether in or out, develops an amblyopia or 
suppression of vision in that deviated eye which 
is not correctible by optical means. This sup- 
pression is a psychological inhibition of retinal 
images. 

Vision usually is a straight line from the sub- 
ject through the cornea, pupil, lens to the macu- 
lar area. The macular area is located temporal 
to the optic disc and is the area that accepts 75 
per cent to 80 per cent of vision. Images that fall 
on both macula areas are superimposed into one 
image in the brain. If the image does not fall on 
the macular area in the eye that deviated then 
there is a confused picture and the brain does 
not accept the image of the deviated eye, thus 
causing amblyopia and failure of binocular vis- 
ion. Since binocular vision occurs at two years of 
age it is therefore most imperative that the mus- 
cle imbalance is taken care of at the earliest pos- 
sible age. 

The main purpose of this paper therefore, is 
to present a few simple tests which aid the exam- 
iner to ascertain the presence of an ocular motor 
defect or of subnormal vision. When ocular de- 
fects are found and diagnosed by the specialist 
in cerebral palsy, he can then refer the patient 
to an eye doctor who is interested in children’s 
eye diseases and their associated motor 
anomalies. 

In examining to determine the presence of 
ocular motor defects the corneal reflex test of 
Hirschberg and the rotation test are helpful. In 
performing the Hirschberg corneal reflex test the 
patient fixes on a distant object, the examiner 
uses a small light held one foot away and shines 
the light at the patient, at the same time noting 
the position of the light reflection from the sur- 
face of each cornea. If the reflex is found to be 
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in the middle of both corneas, then the eyes are 
straight. If the reflex is found to be in the middle 
of one cornea and the temporal aspect of the 
cornea of the other, then the eye that has the re- 
flex on the temporal aspect is found to have an 
esotropia. The same is true of an exotropia. In 
this case the reflex is found to be on the medial 
aspect of the cornea. Each mm. of displacement 
of the light reflex in the non fixing eye indicates 
approximately 7 degrees of deviation. Thus in 10 
seconds one can have a fairly good idea if there 
is a strabismus or not. 

A rotation test should also be done to deter- 
mine conjugate weakness. The examiner watches 
the movement of the patient’s eyes as the child 
gazes at the light as it is moved slowly from side 
to side, up and down. Youngsters under six 
months of age can gaze up and down easily but 
usually not laterally. If the two eyes cannot move 
to the right or left or up or down or if the lateral 
position of gaze cannot be maintained a conju- 
gate defect is present, thus informing us that 
there is a paretic or spasmodic difficulty of ocu- 
lar muscles. 

Visual acuity can usually be taken after the 
age of three with the illiterate “E” chart or kin- 
dergarten chart. If possible, visual acuity is very 
important to obtain for it is a yardstick to de- 
termine prognosis and type of treatment needed. 

In general, after the diagnosis of strabismus is 
made, the patient’s vision is taken if possible to 
determine the amount of amblyopia present, if 
any. If the child is too young this is left out. This 
is followed with an external examination to de- 
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termine the muscles involved, the amount of 
squint, and to determine the fixing eye and the 
deviating eye. Refraction is followed under atro- 
pine. If there is a true refractive error then 
glasses are prescribed. The amblyopic eye is 
then given a trial of orthoptic training, primarily 
patching the good eye and forcing the patient 
to use the amblyopic eye hoping to improve vis- 
ual acuity. If the child is too spastic and patch- 
ing cannot be done, atropine is instilled in the 
good eye thus blurring the patient enough to 
force his using the amblyopic eye. 

The patching is done in order, if possible, to 
establish an alternating type of squint. When 
this is obtained then surgery is performed to me- 
chanically establish a new alignment of visual 
acuity. The surgery is then followed by orthoptic 
training. Treatment should be stopped at any 
point where the ophthalmologist feels that he 
has accomplished his goal of establishing good 
binocular vision and fusion. 

It is the duty of all doctors who are dealing 
with children, whether cerebral palsied or not, to 
give the child an opportunity to develop binocu- 
lar vision. This is especially true in cerebral pal- 
sied children whose binocular vision will help 
the afflicted child to overcome some of his other 
motor difficulties. 
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JAUNDICE 


Philip Thorek, M.D. 
Chicago, Illinois 


J AUNDICE, or hyperbilirubinemia, is an im- 
portant subject to both the general practitioner 
and specialist alike; it always presents an inter- 
esting diagnostic problem. To have ways and 
means of co-ordinating and simplifying the sub- 
ject is imperative so that with the diagnostic 
armamentarium at hand a diagnosis may be 
readily reached and proper therapy instituted. A 
thorough knowledge of the pathologic physiol- 
ogy involved results in a more rapid and accu- 
rate diagnosis than does the memorized know}- 
edge of the hundred and one conditions which 
might be associated with this symptom. It is with 
this in mind that the subject is presented. 


PHYSIOLOGY 


The fate of a normal red blood corpuscle 
seems to be the proper approach to the under- 
standing of icterus. The normal erythrocyte 
eventually terminates its existence by being 
broken down in the reticulo-endothelial system 
including, of course, the spleen. The disintegra- 
ted red cell is divided into an iron-containing 
part (hemosiderin) and an iron free part (hem- 
atoidin ). The iron free part is the precursor or 
mother substance of the main bile pigment called 
bilirubin. After conversion of hematoidin to bili- 
rubin by the reticulo-endothelial system it is de- 
livered to the liver in combination with a heavy 
protein molecule as bilirubin-proteinate. 

The liver splits the bilirubin proteinate and 
excretes pure bilirubin via the hepatic ducts into 
the gallbladder. When the gallbladder contracts, 
bilirubin is delivered into the intestinal tract 
where it is acted upon and broken down by bac- 
teria to its end metabolite known as urobilin 
(urobilinogen ). Some of this urobilin passes out 
and colors the feces; the remainder is absorbed 
from the intestinal tract and is carried back to 
the liver via the portal system. One of the many 
liver functions is to reconvert the end product 
urobilin back to its early predecessor bilirubin. 

To thoroughly comprehend and _ clinically 
classify jaundice, one must understand this phy- 


siology and continually keep in mind the differ- 
ence between bilirubin and urobilin. 


CLINICAL CLASSIFICATION 


Many classifications have been presented, each 
having their respective good points and draw- 
backs. A classification which has served us well 
is one which divides jaundice into: 

1. Prehepatic 

2. Intrahepatic 

3. Posthepatic 

In this way we can place the lesion as to its 
location before the liver, in the liver, or after the 
liver. 


PREHEPATIC JAUNDICE 


In icterus which develops from a prehepatic 
lesion the pathology may be found in the red 
blood cell. A typical example of this is familial 
hemolytic icterus. In this condition the red cells 
are apparently defective and instead of being the 
usual normal biconcave disks appear as “golf- 
ball” red cells. They are also smaller than the 
normal cell, hence the condition has been re- 
ferred to as microcytic spherocytosis. These cells 
have an increased fragility and rupture easily. 
As a result of this exaggerated bursting process 
an excessive amount of iron free pigment is ex- 
creted by the spleen, resulting in an excessive 
amount of bilirubin proteinate, which is formed 
by the reticulo-endothelial system. This results 
in jaundice due to the hyperbilirubinemia. How- 
ever, since this bilirubin is in the form of a pro- 
teinate and since this molecule is too heavy to 
pass through the kidney the urine does not show 
the color that one would expect in the jaundiced 
patient (acholuric jaundice). Since an increased 
amount of bilirubin is being delivered to the 
liver, a greater amount of bilirubin is excreted 
into the intestines; this results in an increased 
formation of urobilin in the intestinal tract. This 
large amount of urobilin is not only excreted in 
the feces, but the remainder is returned to the 








liver. The liver converts as much of this as it can 
into bilirubin, but the remainder overflows into 
the urine, resulting in an increased urobilinuria. 
Should the Erlich aldehyde test for urobilin be 
applied to such a urine it would be strongly. posi- 
tive; however, liver function tests would be neg- 
ative. The Van den Bergh test is of some value 
here, since a prehepatic jaundice gives a positive 
indirect and negative direct test. 

Other examples of prehepatic jaundice are 
icterus neonatorum and hypersplenism. In the 
former, too many red blood cells are destroyed 
and in the latter the spleen is hyperactive. 


INTRAHEPATIC JAUNDICE 


In this type the pathology is located in the 
liver. It must be remembered that the entire 
liver does not become involved at once; if this 
were to occur death would promptly ensue. Any 
toxin be it chemical or bacterial or any organism 
may so injure the liver that one or more of its 
important functions might be interfered with. 
Typical examples would range anywhere from a 
simple catarrhal jaundice to a fulminating acute 
yellow atrophy. When the liver is damaged one 
or more of the liver function tests show signs of 
hepatic dysfunction. The literature is replete 
with various liver function tests, and to attempt 
to utilize many of these is most impractical. 
Many workers in this field have their favorite 
test or group of tests; at times we use some of 
them but for practical purposes we prefer to 
confine ourselves to the aldehyde test for uro- 
bilin, and the cephalin flocculation test of 
Hanger. 

If the lesion producing the jaundice is an intra- 
hepatic one, then both of these tests are found 
positive. 3 


POSTHEPATIC JAUNDICE 


In jaundice caused by posthepatic pathology 
we assume that the pre- and intrahepatic func- 
tions are progressing normally. The most com- 
mon examples of posthepatic jaundice are: com- 
mon duct stones, carcinoma of the common and 
hepatic ducts, carcinoma of the head of the pan- 
creas, and metastases to the porta hepatis. 

The obstruction to the flow of bile into the 
intestinal tract may be partial or complete. If 
the obstruction is partial then some bilirubin gets 
into the intestinal tract and this would be con- 
verted to urobilin. That urobilin which returns 
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to the liver will be reconverted back to bilirubin 
since the lesion is not an intrahepatic one, and 
the aldehyde test for urobilin will be negative. 
It, on the other hand, the obstruction to the out- 
flow of bile is complete then no bilirubin gets 
into the intestinal tract and no urobilin is formed, 
therefore, the aldehyde test will again be nega- 
tive. Liver function tests in posthepatic jaundice 
reveal normal functioning livers unless the jaun- 
dice has been present well over a month and is 
of a severe degree; a biliary cirrhosis then forms. 


DIAGNOSIS 


Since diagnosis constitutes the most important 
part of all medicine, no detail must be over- 
looked. In evaluating the diagnostic possibilities 
of each case nothing can replace the recording 
of a careful and accurate history. 

A detailed and keen physical examination is 
equally revealing. It must be recalled too that 
although most cases of jaundice can be catego- 
rized into pre, intra, and posthepatic jaundice, 
there may still be an overlapping of these lesions. 
For example: as Watson, Popper and others have 
emphasized, obstructive jaundice may also be 
associated with intrahepatic pathology; such 
cases are assumed to be “cholangiolitic” lesions. 
By the same token, a true posthepatic obstructive 
jaundice may be present for a period of three to 
four weeks or over, and result in liver damage 
producing a biliary cirrhosis. The true clinician 
and alert surgeon keeps such possibilities con- 
stantly in mind. Courvoisier’s law is helpful. It 
states that a large gallbladder in the absence of 
jaundice usually suggests a cystic duct obstruc- 
tion (mucocele of the gallbladder) a small gall- 
bladder plus a jaundice usually indicates a stone 
in the common duct, and finally a jaundice in 
the presence of a large gallbladder speaks for a 
carcinoma of the head of the pancreas. One can 
also differentiate the various sites of carcinoma 
which involve the biliary tract. For example: in 
carcinoma of the gallbladder, jaundice is not 
present but a hard nodular mass which moves 
with respiration is palpable in the right upper 
abdominal quadrant; in carcinoma of the com- 
mon duct, jaundice plus a portal vein complex 
(ascites, dilated esophageal varices, hemorrhoids, 
etc.) is present; carcinoma of the ampulla of 
Vater is suspected when one finds a jaundice 
plus signs of pancreatic insufficiency; and final- 
ly, carcinoma of the head of the pancreas can be 
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diagnosed when jaundice plus an inferior vena 
cava complex (bilateral dependent edema and 
dilated veins of both inferior extremities) is 
noted. 

The differentiation between a stone and a car- 
cinoma of the common duct may not be too dif- 
ficult however, it should be remembered that in 
contradistinction to the usual conception, a car- 
cinoma may produce colic and a stone may be 
silent. Taking an icterus index on five successive 
days might clarify the diagnosis. If the lesion is 
a carcinoma the icterus index is high and con- 
tinues to rise; however, it is possible for an 
icterus index to drop if there is some slight ball- 
valve action in the presence of a stone. Many 
other ways are available for differentiation and 
some of these have been discussed. 

Unfortunately pruritus (itching) is considered 
to be a symptom of jaundice; this is erroneous. 
Pruritus is a symptom of posthepatic (obstruc- 
tive) jaundice. When the patient’s primary com- 
plaint is his itching then we feel quite positive 
that the patient is suffering from either a stone 
or a carcinoma which is involving the extrahepa- 
tic biliary passages. Rarely does a patient with 
intrahepatic jaundice complain of itching. 

The pulse is usually slow in cases of icterus. 
We prefer a bradycardia in such cases, because 
when the pulse becomes rapid it usually fore- 
bodes an oncoming acute yellow atrophy or 
hepatic decompensation. 

Numerous laboratory tests are at our disposal, 
but the author has a preference for the 
Ehrlich aldehyde test for urobilinogen, 
serum alkaline phosphatase, and the cephalin 
flocculation test. If the lesion is a_prehe- 
patic one the urobilinogen test is positive and 
the liver function tests are negative; if the lesion 
is posthepatic, both of these tests are negative. 
No tests are foolproof. However, the statements 
just made are found to be true in the vast ma- 
jority of cases. It may be safe to state, however, 
that when a serum alkaline phosphatase is over 
15 Bodansky units, and when the total choles- 
terol is above 300 mg., this speaks more often for 
a surgical type of jaundice than a medical one. 

It seems to be a waste of time, effort and 
money to do a Graham-Cole test on jaundiced 
patients. The negative response found in these 
patients is most misleading. On the other hand, 
a flat x-ray film of the abdomen is always taken. 
Time and space does not permit a discussion of 
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the other tests available to the clinician; how- 
ever, one should always keep in mind that since 
no test is foolproof diagnostic pitfalls are always 
present. 


TREATMENT 


There has been a tendency to not only classify 
but to discuss the treatment of jaundice under 
the headings of medical and surgical jaundice; 
this seems both impractical and misleading. 
When a case of jaundice is seen one never knows 
whether the condition will eventually end up 
under a medical or surgical regime, and since 
both types of therapy overlap, it seems prefer- 
able to consider them together. Only the salient 
parts in the therapy will be mentioned. 

Needless to say, preoperative care is a major 
factor if a case of jaundice is to be brought 
through a surgical procedure successfully. To 
mention only a few of the necessary essentials 
we might include electrolyte, water and protein 
balance, vitamin therapy, especially K, B and C, 
and an adequate glycogen supply to the liver. 
The severe pruritus which may be associated 
with jaundice can sap much of the patient's 
strength and energy. Recently we have used in- 
travenous procaine in a 0.1 per cent concentra- 
tion and have found that this gives rather rapid 
and marked relief from itching in most instances. 
1000 cc. of this solution are given, never exceed- 
ing the rate of 1000 cc. in one hour. A word of 
caution, however, should be mentioned since the 
drug is a convulsant, hence, its use in concen- 
trated solutions or rapid injection of dilute solu- 
tions may produce irreparable damage. We feel 
that blood transfusions should not only be uti- 
lized as an operative or postoperative measure, 
but also as a method of supplying many of the 
previously mentioned needs. Preoperative lab- 
oratory tests, such as blood counts, icterus in- 
dices, prothrombin, bleeding and coagulating 
time, blood protein determination, A-G ratio etc. 
are all of value. However, none of these replace 
the clinical impression gained by the seasoned 
diagnostician as he watches his patient through 
this “build-up” period. 


Many operative procedures, both curative and 
palliative, have been described for the jaundiced 
patient; the type of lesion determines the type 
of surgery. I am of the opinion that metastases 
do not determine operability or inoperability; 
the only determining factor is fixation of the pri- 
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mary growth and surrounding vital structures. 
If the primary lesion is not fixed to a vital struc- 
ture, even in the presence of inoperable metas- 
tases, we feel that Brunschwig’s idea in attempt- 
ing to remove as much of the malignant tissue as 
is possible is a valid one. Alexander has further 
stressed this point by suggesting the removal of 
solitary pulmonary metastases. The monumental 
work of Whipple in carcinoma of the pancreas 
has brought those cases which were considered 
inoperable only a few years ago into the realm 
of operability. 

One cannot discuss the surgical therapy of the 
common duct unless he is conversant with the 
surgical anatomy of this structure. It is quite 
simple and practical to consider the common 
duct as being divided into four parts, each being 
related to the duodenum. Therefore, the common 
duct is divided as follows: 

Part 1 — Supraduodenal portion 

Part 2 — Retroduodenal portion 

Part 3 — Infraduodenal portion ( pancreatic ) 

Part 4 — Intraduodenal portion 

Regardless of where the stone is located, only 
Part 1 is immediately accessible to the surgeon, 
therefore, the incision is placed here. A stone in 
either Part 1 or Part 2 is usually easy to remove 
by means of a supraduodenal choledochostomy. 
I prefer to drain the common duct rather than 
close it, because in the presence of edema and 
infection one never knows when a suture might 
cut through. A stone located in Part 3 causes no 
concern if it is not imbedded in the duct wall. If 
the stone is freely movable it can be dislocated 
into Part 1 through a supracholedochal incision. 
However, if the stone has become firmly fixed 
in an ulcerated and edematous part of the duct 
wall it cannot be dislodged. Some surgeons ad- 
vocate mobilization of the duodenum to remove 
such a stone. Since this part of the common duct 
passes through the head of the pancreas and not 
between the pancreas and duodenum, and since 
this area is surrounded by a cage of vessels (su- 
perior and inferior pancreaticoduodenalis arter- 
ies) this maneuver seems impractical and at 
times is impossible. It is only of value when the 
stone has eroded through the duct and head of 
the pancreas; this is unusual. A preferable meth- 
od to handle such impacted stones in Part 3 is 
the following: The flat x-ray film which must be 
in the operating room is examined; it is noted 
that this is a flat film and no dye has been given. 
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If the stone is not seen on this flat roentgeno- 
gram we conclude that it is a cholesterol stone. 
If such be the case then a catheter, not a “T” 
tube, is placed from Part 1 of the duct down- 
ward to the stone; this is sutured into the com- 
mon duct. In 24 to 48 hours, a few drops of 
ether are injected into this catheter every morn- 
ing and every evening. Since cholesterol is solu- 
ble in ether most of these stones will dissolve 
and disappear without further manipulation. If, 
en the other hand, the impacted stone in Part 3 
is seen on the flat x-ray film, we conclude that 
it is high in*calcium content, and this usually is 
not affected by the etherization method of treat- 
ment. In such an instance a short circuiting op- 
eration is done to relieve the jaundice, which 
after all is of far greater and immediate impor- 
tance than the presence of a stone. The proce- 
dure which we prefer is a cholecystojejunostomy. 
This brings up the necessity of determining 
whether or not the common duct should be ex- 
plored. Such a decision must be made prior to 
doing a cholecystectomy, since if the gallbladder 
is removed and then one finds it necessary to do 
a short circuiting procedure, it usually is more 
difficult to do a choledochojejunostomy rather 
than a cholecystojejunostomy. The indications 
for exploring the common duct are too well 
known to bear repetition here. If an indication is 
present the common duct is explored, the neces- 
sary procedure carried out, and the gallbladder 
removed if there is no need for its utilization in 
an anastomotic procedure. A stone in Part 4 is 
also approached through an incision in Part 1. 
Occasionally such a stone will dilate the ampulla 
of Vater and then it can be pushed into the duo- 
denum. If this is impossible, the middle of the 
descending portion of the duodenum is opened 
and the stone is extracted transduodenally. The 
cuodenum is then closed. 


Drains in the common duct can be removed 
when one is certain that bile is flowing freely 
into the duodenum. This can be determined by 
means of contrast media with the x-ray, tying off 
the tube or inspecting the color of the feces. Al- 
though common duct tubes have been removed 
anywhere from a few days to many months post- 
operatively, I am of the opinion that the average 
common duct tube should be removed some- 
where between a two and four week period. 

There are cases in which it is impossible to 
determine preoperatively whether the condition 
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is due to a stone or a neoplasm, and whether or 
not the latter is operable. Although some cases 
might appear inoperable preoperatively such pa- 
tients should not be denied at least the chance 
of an exploratory operation. Occasionally a life 
can be saved by removing a stone which was 
thought to be a neoplasm, or by removing a neo- 
plasm which was thought to be non-resectable. 
The postoperative management is as vital to 
a successful result as is the operative procedure 
itself. This part of the treatment is not relegated 
to the uninitiated, but is preferably handled by 
someone thoroughly conversant with the modern 
approach to this all important phase of therapy. 


MEDICINE 
SUMMARY 


1. The proper approach to the subject of jaun- 
dice both diagnostically and therapeutically is a 
thorough understanding of the pathologic physi- 
ology of the metabolism of the bile pigments. 


2. It has been found advantageous to clinically 
classify jaundice into three groups, namely, pre, 
intra and posthepatic. 


3. Dividing the common duct into supra, retro, 
infra and intra duodenal portions aids in stand- 
ardizing the various operative procedures ap- 
plied to common duct surgery. 
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UNITY 


The people of Arizona look to their doctors for leadership and guidance in matters per- 
taining to health. This, of course, includes an understanding of the physician’s perspective of 
the medical education need. 


Recently there has been much precipitous and emotional discussion referable to the immedi- 
ate establishment of a medical school in this state. Our association, using data from its com- 
mittee on medical education, and after due consideration passed in the house of delegates 
May 3, 1958, a resolution reflecting its stand on this matter: 


WHEREAS, at some time in the future the needs for formal medical education of qualified 
students in Arizona may not be met adequately as they are now by the Western Interstate 
Compact for Higher Education “WICHE” ) 


WHEREAS, any plans for meeting a future need for expansion of opportunities for such med- 
ical education should embrace the consideration of the establishment of a medical school in 
Arizona 


WHEREAS, the establishment and maintenance of a medical school is universally recog- 
nized as.an extraordinarily expensive undertaking in the field of higher education, therefore 


BE IT RESOLVED, that The Arizona Medical Association, Inc., go on record as approving 
the establishment of a state supported medical school in Arizona at such time in the future 
as the unmet need for such a school is manifest and the State of Arizona is financially able 
to pay the costs of a school equipped and staffed for pre-clinical and clinical education on a 
nationally competitive level of excellence and 

BE IT FURTHER RESOLVED, that the council of The Arizona Medical Association, Inc., 
instruct the Medical School Investigating Committee to continue its studies of the needs for 
the medical education in Arizona and to co-operate fully with all interested individual and 
state agencies who are now or in the future concerned with this problem. 


If we, as a group of physicians, are to be held in respect, our opinions must show unity of 
thought, purpose and action. _ 


Variance of belief is a healthy situation. However, after considered and honest debate, and 
we then voice our opinion, let us not weaken our house by a divided effort. Diverse action can 
only destroy confidence in the medical profession. 

The framers of our articles of incorpation and by-laws recognized the danger of dis- 
unity, a thought clearly shown in Chapter VIII, Section 6, IV (a): 

“No county society, group of members, or individual members shall advance any medical 
legislation on a state or national level as representative of the viewpoints of The Arizona 


Medical Association, Inc., or of any of its component societies, without obtaining the consent 
of this committee.” 


Unity is vital to the strength of our association and must be maintained. 


W. R. MANNING, M.D., President 
Arizona Medical Association 
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Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard ‘to. construction, diction, spelling, — unctuation. 

2. Be guided by the general rules of medical writing as 
followed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION 


3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 
Read and re-read the manuscript several times to cor- 

rect it, especially for spelling and punctuation. 

5. Manuscripts should be typewritten, double spaced, and 
the original and a carbon copy submitted. 

Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
omy medical society meeting. 

Exclusive Publication—Articles are accepted for publi- 
eatin on condition that they are contributed solely to this 
Journal. Ordinarily contributors will be notifed within 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

8. Illustrations — Ordinarily publication of 2 or $3 illustra- 
tions accompanying an article will be paid for by Arizona 
Medicine. Any number beyond this will have to be paid for 
by the author. 

9. Reprints — Reprints must be paid for by the author 
at established standard rates. 

The Editor is. always — willing, and happy to help 
in any way possible. 











(The Opinions expressed in original contributions do not neces- 
sarily express the opinion of the Editorial Board.) 


YOUR PATIENT’S RIGHT TO 
DRIVE AND YOUR DUTY 


SIGNIFICANT per cent of our accidents are 
caused by drivers who are not physically and 
psychologically qualified, or whose faculties are 
impaired by the action of drugs. It has been 
reported that one out of 14 drivers involved in 
fatal accidents had a physical condition that 
could have been a contributing factor. (Prob- 
ably too conservative.) These facts immediately 
call for a definition of the doctors’ responsibility 
to society, in the detection and elimination of 
these killers on the road. 

Education of the public and the doctors will 
help some, but it can not be sufficient. We have 
all tried diligently, but unsuccessfully, to con- 
vince some of our patients that they are not 
physically qualified to drive automobiles. Hard- 
ly without exception, people consider driving 
their automobiles as a personal right and not 
as a qualified privilege. The greatest number 
of physically and psychologically unfit drivers 
are in the ever-expanding older age group, 
whom the aging processes have already impaired 
their perspective and sense of reason. It is im- 
possible for a physician or anyone else to con- 
vince these individuals that they should volun- 
tarily give up their privilege of driving. 

It has been properly stated, “The physician 
must realize that not only is he a physician, but 
also an important member of a community; he 
should exert every effort he can to combat the 
motor vehicle accident problem.” Again, this 
effort will not be sufficient. 

A headline recently stated, “Reducing Auto- 
mobile Accidents — The Family Physician’s Job.” 
If this be true, we must decide how we can 
best fulfill this directive. 

The compulsory reporting by physicians of 
illnesses in their patients which might con- 
traindicate automobile driving has been sug- 
gested. We must alert ourselves to prevent being 
placed in a position of becoming voluntary 
policemen. 

Driving should be legally defined as a quali- 
fied privilege, and not as an accepted personal 
right. Carefully planned laws should be estab- 
lished to define physical and psychological quali- 
fications, and to establish methods of detection 
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and discrimination. These laws should be such 
that all physicians then become accepted re- 
porters, rather than snooping and infringing in- 
formers. 

To avoid prejudice, bias and dishonesty, a 
board of physicians, employed full time, should 
be established to make final decisions as to a 
driver's fitness. Yes, this seems as if it would 
be expensive, but such an expense would be as 
naught, compared to the cost of the present 
destruction, morbidity and death. This board 
of examiners might well be a part of our health 
department. It also may be necessary to require 
that each applicant for a driver’s license furnish 
a certificate from his family physician as to 


INDUSTRIAL COMMISSION 


Recenriy, your council voted to accept a 
tentative and temporary fee schedule with the 
Industrial Commission of Arizona. This follows 
18 months of negotiation and yet it has been 
necessary to forward the proposal of an interim 
fee schedule until a final and satisfactory agree- 
ment can be reached. 

What prevented a definite agreement? The 
lack of statistics by the industrial commission? 
A lack of knowledge of their $12 million busi- 
ness? 

They intended to say “no” to any proposal 
submitted by the industrial relations committee 
of the Arizona Medical Association, or to any 
recommendations by the council of that or- 
ganization. Oné must ask, is this negotiation? 
Or dictation? . 

An interesting sidelight of the meeting were 
figures submitted by Dr. Leo L. Tuveson show- 
ing the medical payments by the industrial com- 
mission going back to the initial agreement estab- 
lished in 1926. “When a Ford could be bought 
for $600.” This table carries through our most 
recent agreement of 1953 and it further includes 
the proposed agreement which would have been 
considered the conversion factor of 500 per cent 
in deciding a fee schedule, (i.e. the Relative 
Value Schedule of the California Medical As- 


sociation ). 
DR. TUVESON’S SCHEDULE: 
The recent agreement was calculated on a 
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the existence of any of the specified illnesses 
which might impair his driving. To make this 
reporting by physicians effective, the false re- 
porting by physicians should be a breach of the 
law. 

We should all concentrate on the formulation 
of a sound method which would keep the unfit 
drivers away from the controls of the greatest 
killer — the automobile — which kills over 
40,000 each year and injures another 1.5 million 
persons. Although, we, as physicians, desire to 
give our wholehearted co-operation in the pre- 
vention of accidents, we must not permit our- 
selves to become a Gestapo! 

L.B.S. 


400 per cent factor and includes such items 
as an increase in the initial visit charge to $7.50 
instead of the previous charge of $5. A raise 
in the payment for hospital visits and follow- 
up office visits to $4 from the previous levels of 
$2 and $3. These minor changes will raise the 
payments to doctors approximately 25 per cent. 
That is, raise the expenditures of the industrial 
commission for medical care from 16 per cent 
to approximately 20 per cent. However, this 
merely approaches the amount anticipated as an 
expenditure by an industrial carrier of 20 per 
cent to 21 per cent of the premiums collected for 
medical expenses. 

The fee schedule is developed as a satisfactory 
interim program. It cannot be considered a 
satisfactory over-all agreement. The schedule 
should be in accordance with the cost of living 
index and show a variation thereto. This has not 
been approached in the past, nor is it reason- 
ably considered under the interim program. 

One is further forced to wonder as to our 
ability to have the commissioners negotiate with 
our society in good faith. Negotiations have 
been in process for 18 months and all of the 
medical members of the negotiating committee 
felt that a satisfactory agreement had been 
reached with the industrial commission approxi- 
mately nine months ago, yet the industrial com- 
mission members on this committee felt quite 
satisfactory that no agreement had been reached 
with the medical society during the past year. 

D.W.N. 
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Eye refraction 

Foreign body, anterior 
chamber 

Foreign body, vitreous 
chamber 

Cataract 

Pterygium 

Fractures 

Finger 


Toe 


Metacarpal 
Os calcis (no 
displacement ) 
Radius or ulna 
Tibia and fibula 
Psurgery 

Humerus 

Spine or pelvis 
Dislocations 

Elbow 

Hip 
Amputations 

Finger or toe 

Arm or forearm 

Shoulder 

Leg 

Thigh 

Hip 

Mastectomy 
Initial Report 
Office visit 
House visit 
Hospital visit 
Exam and report 


Injection — tetanus 
Referred Exam 
Laparotomy 
Hernia 
Bilateral hernia 
Hernia, fascia repair 
Aspiration: joints, 
abdomen or bladder 
Operation for varicose 
veins 
Operation for severed 
nerves 
Trephine of skull 
Laminectomy 
Spinal puncture 
Tendoplasty 
Arthrotomies 
Wrist or ankle 
Elbow or shoulder 
Knee or hip 


Mandible or maxilla 


Nephrotomy, -ectomy 
or -pexy 


1926 


150 
200 

5 
25-100 


25-100 
150-200 
150-200 

100 


200 
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1933 


RSS Ss 


wa wo 


50-100 
75-100 
100 


15-75 


100 


1934 
$ 10 


100 


100 
150 
35 


15 
15 
20 


25-40 
25-50 


100 
50-100 
50 


25 
50-100 


10-15 
35-75 


2.50 + IR 
10 

150 

100 

150 


10-20 


50-200 
150 
200 

10 

25-100 


25-100 
150-200 
150-200 

100 


200 


15-25 
10-15 
20-30 
40 
100 


75 
50-100 


75 


75 
100 
75 
100 
175 


wwe, OW > 


bo 


100 
100 
150 


3-25 


? 


50 
100 
175 

10 

35 


75 


175 
175 
? 


125-200 


(Some terminology is inaccurate, but follows ICA listing. ) 


1953 
$ 3-5 
Up to 150 


Up to 150 
150 

50 

Office visit 
to 50 
Office visit 
to 75 
Office visit 
to 75 


35-125? 
20-100 


150 
20-175 
25-250 


15 
100 


30 
100 
150 
150 
150 


100 


100 + 
100-150 
200-300 

10 
40-200 


70-100 
75-100 

150 
75-150 


150-200 


425 
500 
Per Cent 
Factor 


$12.50-17.50 


150-250 


150-250 
350? 
100 


15-75 
15-60 
35-100 


75 
75 


100-150 
75-200 
50-150 


40 
75 


50-62.50 
150 
? 
200 
250 
400? 
150 
10 

5 
7.50 
5 

25 


0 
15 
175 
150 
200 
250 


10 
125 


75-200 
175 


10 
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LETTER TO THE EDITOR 
ENZYMES AND CNS 


During the last few months we have been 
interested in the possible action of enzymes such 
as trypsin and others, on degenerative and 
demyelinating diseases of the central nervous 


PRINCIPLES OF MEDICAL ETHICS 
Preamble: 

These principles are intended to aid physicians 
individually and collectively in maintaining a 
high level of ethical conduct. They are not laws 
but standards by which a physician may de- 
termine the propriety of his conduct in his re- 
lationship with patients, with colleagues, with 
members of allied professions, and with the 
public. 

Section I 

The principal objective of the medical pro- 
fession is to render service to humanity with full 
respect for the dignity of man. Physicians should 
merit the .confidence of patients entrusted to 
their care, rendering to each a full measure of 
service and devotion. 

Section 2 

Physicians should strive continually to im- 
prove medical knowledge and skill, and should 
make available to their patients and colleagues 
the benefits of their professional attainments. 
Section 3 

A physician should practice a method of 
healing founded on a scientific basis; and he 
should not voluntarily associate professionally 
with anyone who violates this principle. 

Section 4 

The medical profession should safeguard the 
public and itself against physicians deficient in 
moral character or professional competence. 
Physicians should observe all laws, uphold the 
dignity and honor of the profession and accept 
its self-imposed disciplines. They should expose, 
without hesitation, illegal or unethical conduct 
of fellow members of the profession. 

Section 5 

A physician may choose whom he will serve. 
In an emergency, however, he should render 
service to the best of his ability. Having under- 
taken the care of a patient, he may not neglect 
him; and unless he has been discharged he may 
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system, especially multiple sclerosis. This work 
is now in process at the Phoenix Institute of 
Neurology and Psychiatry. 
We should like to hear from physicians in- 
terested in this problem. 
OTTO L. BENDHEIM, M.D. 


discontinue his services only after giving ade- 
quate notice. He should not solicit patients. 
Section 6 

A physician should not dispose of his services 
under terms or conditions which tend to interfere 
with or impair the free and complete exercise 
of his medical judgment and skill or tend to 
cause a deterioration of the quality of medical 
care. 
Section 7 

In the practice of medicine a physician should 
limit the source of his professional income to 
medical services actually renderd by him, or 
under his supervision, to his patients. His fee 
should be commensurate with the services ren- 
dered and the patient’s ability to pay. He should 
neither pay nor receive a commission for referral 
of patients. Drugs, remedies or appliances may 
be supplied by the physician provided it is in 
the best interests of the patient. 
Section 8 

A physician should seek consultation upon 
request; in doubtful or difficult cases; or when- 
ever it appears that the quality of medical serv- 
ice may be enhanced thereby. 
Section 9 

A physician may not reveal the confidences 
entrusted to him in the course of medical at- 
tendance, or the deficiencies he may observe 
in the character of patients, unless he is required 
to do so by law or unless it becomes necessary 
in order to protect the welfare of the individual 
or of the community. 
Section 10 

The honored ideals of the medical profession 
imply that the responsibilities of the physician 
extend not only to the individual, but also to 
society where these responsibilities deserve his 
interest and participation in activities which 
have the purpose of improving both the health 
and the well-being of the individual and the 


community. 
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THE ARIZONA MEDICAL 


ASSOCIATION, INC. 
MEDICARE — FINAL REPORT FIRST 


YEAR’S OPERATION IN ARIZONA: 
FUNCTIONS OF COMMITTEES AND 
SOME INSIGHT INTO FUTURE 
By Frank W. Edel, M.D., Chairman 
Medicare & Medicare Adjudication Committees 


| T IS APPARENT by any critical analysis, as 
based on comparative standards and statistics 
throughout the U.S.A., as well as the voluminous 
mass of correspondence and data accumulated 
by our most efficient Arizona Medical Associa- 
tion, Inc., office staff, spearheaded by the tire- 
less, and I feel sometimes relentless, Bob Car- 
penter, that Public Law 569, by common usage 
designated as Medicare, has functioned extreme- 
ly successfully in our Arizona. This writer, too, 
as a result of his many travels to other parts of 
the U.S.A. in connection with this program, feels 
that the over-all picture in Arizona is extremely 
satisfactory. 

I trust that most of you who are handling 
Medicare patients have read by now my pre- 
liminary report published in Arizona Medicine, 
July 1957, pages 416-18, inclusive, in which a 
detailed analysis was presented of the first six 
months’ operation in Arizona, including the basic 
reasons for the Arizona Medical Association’s 
going along with this program, which were 
enumerated, and a review of many of the prob- 
lems being encountered, and a word of warning 
as to future problems was given, including some 
of the serious pitfalls. Most of the difficulties 
reported at that time, even the most flagrant and 
perplexing problems, were either occasioned by 
a complete misunderstanding and lack of any 
concrete knowledge of PL 569, or were due, if 
not to violation of the code of ethics, at least to 
a stretching of one’s moral ethics. The majority 
of these difficulties have been resolved; the 
methods used and the reasons why I shall go 
into later on. 

This present report covers the entire interval, 
however, from Dec. 7, 1956 to Dec. 31, 1957, in- 
clusive, as far as basic statistical and financial 
details are concerned. In essence, it is actually 
the report of the writer as chairman of both 
the Medicare committee and Medicare adjudica- 





tion committee to the House of Delegates of 
The Arizona Medical Association, Inc., as well 
as to the membership at large. It has been de- 
layed because of two basic reasons: 


(a) Your chairman’s trip to Atlanta, Ga., Jan. 
10 to 13, 1958, at which time a thorough study 
and evaluation of the many proposed plans to 
request the U.S. Department of Army, adminis- 
trator of PL 569 for the department of defense, 
to consider changing this program from a gen- 
eral service plan to an indemnity type plan. 
Despite the apparent satisfaction of most of 
Arizona's participating M.D.s in this program 
with the service plan, there was obviously a 
well-defined group of chronic regurgitators who 
apparently kept harping for an indemnity type 
program. The writer, taking advantage of being 
in print, would like to state that it has always 
seemed just a little odd to him that these mal- 
contents NEVER show up at scheduled open 
forum meetings to discuss their arguments face 
to face; and 

(b) Our trip to Washington, D. C., Feb. 20 
to 23, at which time an entirely new contract 
and new schedule of maximum allowances in 
fees had to be re-negotiated. This, in turn, neces- 
sitated the printing of new schedules and direc- 
tives, re-implementation, etc., which all in all 
required a little time. This meeting was attended 
by the same task force representatives for the 
Arizona Medical Association, Inc., that had 
fairly successfully negotiated the original con- 
tract in 1956, namely: Doctor Paul Jarrett, Mr. 
Robert Carpenter, executive secretary, The Ari- 
zona Medical Association, Inc., Mr. E. Donald 
Lau, director, Arizona Blue Shield (our fiscal 
administrator ), and this writer. By now, all of 
you have had the opportunity of reviewing the 
“New Schedule of Allowances” and are aware 
of the fact that we were again most fortunate 
in obtaining a favorable schedule for our Ari- 
zona Medical Association and its constituent 
M.D.s. I cannot possibly commend Doctor Jar- 
rett’s and Mr. Carpenter's tireless efforts too 
highly, and if I should omit the sincere con- 
tributions of Don Lau, it would indeed be an 
unpardonable oversight. 


There is much to be said with regard to the 
over-all picture and operation of this program, 
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but I would like to re-emphasize one salient 
point right now. This is:That the new schedule 
of allowances is a maximum fee schedule for 
Medicare — and is not to be interpreted as the 
fee schedule for all cases that come under the 
program. 

Gentlemen — please don’t let us kid ourselves. 
We, as taxpayers, are paying for this program 
as we are for all governmental programs. With 
that thought in mind, let’s charge only our 
customary fees that we would charge any in- 
come group of $4,200 a year and not take ad- 
vantage of a rather liberal maximum fee 
schedule. 

In a statistical breakdown over the entire 
U.S.A., over 63 per cent of the cases have been 
either obstetrics or gynecology which, of course, 
was to have been expected. It is among this 
group that our greatest problems have arisen 
and that, in particular, to the expenditure of 
drugs on obstetric cases. This matter has been 
one of utmost confusion from the very begin- 
ning. The congress that passed PL 569 made no 
provision for the direct payment to the phar- 
macist of these patients’ drug charges, nor did 
the directive that implemented the act improve 
upon the matter. This has led to innumerable 
cases of friction and misunderstanding, and, I 
am afraid of a few of direct chiseling in apparent 
padding of claims, etc. This, however, has been 
really at a minimum when we consider the total 
membership and the opportunities afforded by 
this weak structural point in the act. Of this 
fact I am proud. Your writer pointed out this 
hazard to the society and council, after the 
initial meeting in Denver in 1956, when we were 
first becoming acquainted with PL 569. Also, on 
numerous other reports to council and to Medi- 
care and Medicare adjudication committees. 
With the approval of the Arizona Medicare and 
Medicare adjudication committees and council, 
Doctor Jarrett and myself, in our discussions 
with Maj. Gen. Paul Robinson, Colonel Lowry, 
and Major Berry, requested that no further drug 
charges for pre-natal care be honored — that 
these people could at least afford to pay this 
portion of their care. This would have pre- 
vented any question of the unusual use of ex- 
pensive drugs, etc., from coming up. The de- 
partment of the army, admitting that numerous 
other states had made a similar request, failed 
to go along with us on this request. As a con- 
sequence, the same old headache exists, even 


June, 1958 


perhaps more so. Some of the drug bills for 
pre-natal management, as attached to numerous 
current statements being received by the fiscal 
administrator and brought to the adjudication 
committee’s attention in this regard, seem fan- 
tastic to say the least. The members of the sub- 
committee on obstetrics have been as aghast 
at this as have been the regular members of the 
adjudication committee and your chairman. The 
general feeling is that “we wouldn't dare pre- 
scribe these expensive medications for pro- 
tracted usage for our private patients of the usual 
run — they couldn't afford them and would 
probably seek another obstetrician” — mind you 
— by far the majority of both certified obstetric 
specialists as well as general practitioners — 
are not guilty of this. There is, however, an ever 
increasing percentage — and this, obviously, 
makes things difficult for the rest. 

To the offenders — why? Don't you realize 
you are paying for this — not only by taxes, but 
sooner or later, if this keeps up, by losing all 
these patients? 

I would like temporarily to digress from the 
above discussion to indicate to you that Medi- 
care has, in its first year, turned out to be a 
fairly large source of revenue in Arizona, as 
based on the first year’s statistics, and will un- 
questionably continue to increase as such, unless 
those who live only in the present month and 
continue to try to grab off every dollar they can, 
succeed in sabotaging the program. A total of 
$1,386,684.27 was released into Arizona from 
Dec. 7, 1956 to Dec. 31, 1957. A further break- 
down reveals: 

Total paid to M.D.s .......... $ 661,897.34 


Total paid hospitals ......... 695,106.45 
Administration cost 

(fiscal administrator) ...... 29,680.48 

a re $1,386,684.27 


I can assure you that this figure will come 
closer to $2 million during this year. An industry 
of any type releasing that much money into 
circulation into our State of Arizona — should 
be treated gently — not choked to death. Let us 
again take stock . . . PL 569 is a law of the 
U.S.A. — and whether anyone likes it or not, 
unless changed by congress, it is here to stay 
and we have to comply with it just as much as 
we have to pay our income tax. At present, the 
AMA and state associations have definite control 
over the administration of this law. In Arizona, 
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your Arizona Medical Association, Inc., through 
its committees has been quite satisfied in gen- 
eral operations, fees, etc. Remember that it is 
you and I, John Doe — taxpayer — who are 
footing the over-all bill. 

I implore discretion by our membership in 
not destroying and sabotaging this program by 
charging frequent and excessive maximum fees 
and loophole extra charges. Remember the state 
and AMA at present have control. The program, 
however, is currently under extremely critical 
investigation by the house appropriations com- 
mittee — because of its monthly progressively 
increasing and rather staggering costs. I agree 
with what some of my readers now are thinking 
— i.e., congress shouldn't have so hastily passed 
such a law without more study as to its eventual 
costs and to its methods of implementation. I 
uttered these same words at the Denver meeting 
in 1956, but was met with disdainful silence 
from the task force brass present at that time. 

The navy has already stated that it, in its hos- 
pitals, can provide this type of program at a 
terrific reduction in costs (i.e., taking advan- 
tage of centralized governmental buying, etc., 
etc.). Operationalwise this may be true, but I 
am extremely skeptical if the armed forces de- 
pendent personnel would go for that type of 
care now. Despite this, however if we, as doc- 
tors of medicine, do not show continued good 
faith, this program could easily end up in gov- 
ernmental bureaucracy control — remembering 
as oft stated previously that it is a U.S. law — 
and, if we, as practitioners of medicine, cannot 
handle it satisfactorily, you can be assured that 
congress will rapidly see to it that it be carried 
out via one of the Washington departments and 
then, my colleagues, we would indeed have 
direct socialization. 

Along this same line may I positively state 
that to date we have had at no time any inter- 
ference from the department of the army, ad- 
ministrator of PL 569 for the department of 
defense, in any of our operations of this program 
in Arizona. Their entire attitude has been one of 
intelligent and constructive co-operation. Most 
of the restrictions, to which some of you have 
voiced criticism and written complaint, have 
resulted from the actions of the Arizona Medical 
Association’s adjudication committee, backed by 
the state council. These have been necessitated 
in order that we can fulfill our contractural ob- 
ligations in all fairness and make it possible for 
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us to take punitive action against the occasional 
flagrant offender or to chasten those border 
line group individuals who show obvious evi- 
dence of following along similar lines. It may 
seem harsh to some that these restrictions and 
resolutions have to be passed, when they are 
not even intended to be directed against the 
majority of our association's membership. I am 
afraid that that is the basis of laws and regula- 
tions in any society — in order to protect the 
sincere and to punish the offenders. 

If any should wish to question these decisions 
of the council, adjudication committee or adjudi- 
cation sub-committees in the specialties — may 
I suggest: 

(1) First — you actually read and understand 
Public Law 569; and 

(2) Then — read the directive implementing 
PL 569 — also, understand it. 

Letters of constructive criticism have always 
been appreciated by your chairman and _ his 
committee members. It is rather disgusting, how- 
ever, to read a “blood and thunder letter” filled 
with big words and phrases and sounding ex- 
tremely impressive — when it is so obvious that 
the writer of said letter has no understanding of 
the law — and frequently makes it obvious by 
his statements — that he has never even read 
it or its directive. Our statistics prove that most 
misunderstandings are on that basis — lack of 
understanding or misinterpretation or misunder- 
standing. So, before going off half-cocked and 
blowing the proverbial fuse — please, at least 
acquaint yourself with (a) PL 569, (b) its 
directive, and (c) the additional restrictions of 
The Arizona Medical Association, Inc. 

In this regard, it has been necessary to appoint 
subcommittees to the adjudication committee on 
several occasions (when specialty considerations 
were involved — i.e., obstetrics, gynecology and 
neurology — neurosurgery). We shall likewise 
appoint them to any specialized field — if the 
occasion presents itself. 

I would like to take this opportunity of es- 
pecially thanking those men who have served 
on these special subcommittees and for the many 
hours of time they have given im going over 
the questionable cases and principles involved, 
to say nothing of their attendance: at many 
special ‘meetings as well as at the adjudication 
committee meetings. At no time has there been 
a dissenting vote — their decisions have been 
unanimous — which in itself, certainly speaks 
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well for the over-all ethical practice of medicine 
and medical specialties in Arizona. To further 
clarify things — the right — for The Arizona 
Medical Association, Inc., to appoint commit- 
tees and subcommittees to see that the standards 
of practice common to Arizona is not only guar- 
anteed but demanded is in the signed contract 
between The Arizona Medical Association, Inc., 
and the U.S.A. — Article 3, Administrative Serv- 
ices (of contract): 

“The Society (The Arizona Medical Associa- 
tion, Inc.)” shall: SECTION C: Maintain ap- 
propriate medical committees or boards, when 
required to review and to consider all cases in- 
volving complaints, differences of professional 
opinion and misunderstandings, and to advise 
and assist the government within the scope of 
the program.” 

Despite the fact that the adjudication com- 
mittee and its subcommittees have had to trim 
down some submitted statements, quite a few 
of these were occasioned by completely honest 
misunderstanding and misinterpretation of the 
law. May I, for the last time, reiterate that by 
reading and understanding the law, its directive 
and restrictions — one not only saves time, but 
embarrassment to say nothing of keeping one’s 
blood pressure at a safer level. There were, in 
all, nine meetings of the adjudication committee 
during this interval, plus five special subcom- 
mittee meetings. Punitive action had to be taken 
against only one member of the association who 
was placed on temporary probation, but has 
since been reinstated. 

There were three general Medicare commit- 
tee meetings called during the year, the last 
being called Feb. 9, just prior to our trip back 
to Washington for renegotiations. Every M.D. 
in good standing in the state was invited to 
these meetings — in order to express his opinions, 
gripes, approval or criticisms of any type. Only 
17 showed up at the last meeting, 12 of these 
from Maricopa County. So, my dear colleagues, 
please don’t claim if you are dissatisfied with 
our efforts of controlling this new program, that 
you haven't had a chance to voice your opinions. 
“You just haven't been interested enough to 
show your face as well as your voice.” 

The meeting in Atlanta, Ga., Jan. 11 and 12, 
referred to previously at the beginning of this 
report, was attended by 10 other states in addi- 
tion to Arizona, which was represented by this 
writer. The matter with which we were pri- 
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marily concerned was to change Medicare from 
the general service plan to an indemnity type 
of program. Attending states were, Alabama, 
Arizona, Florida, Georgia, Kentucky, Ohio, 
Pennsylvania, Rhode Island, Texas, Virginia and 
West Virginia. Confusion promptly developed 
when we had about as many definitions as to 
what constituted an “indemnity” plan as we 
had states in attendance. All of us finally con- 
curred in one thing and that is that “any state 
has the right to negotiate for any type plan 
that it desires as long as it is compatible and 
permissible with the law and its directive.” 
Our Georgia hosts were extremely hospitable 
despite rather unusually cold weather for At- 
lanta — we occasionally get it in the neck, too, 
here in Arizona when we least desire it. I left 
this meeting feeling, however, that despite their 
gracious hospitality in historical and beautiful 
Atlanta, I hadn’t accomplished much on my 
trip — except to be even more sold on the gen- 
eral service plan as it is operating in Arizona. 
To my associates who may still clamor for an 
indemnity type of program, I must state that 
(a) in the first place, I do not consider it pos- 
sible under the present wording of PL 569 and 
its implementing directive — based on the intent 
of the law, and (b) I believe it better to have 
a service plan with some fiscal administrator 
sending you your full check for services rendered 
— when your claim is legitimate, instead of hav- 
ing hundreds of “skip” accounts and your office 
personnel or collection agency trying to keep 
track of this extremely migratory type of popu- 
lation. I believe that this is enough discussion 
on this matter. 

In regard to the recent re-negotiations and our 
trip to Washington, I have already discussed 
the results. Doctor Jarrett, Bob Carpenter and 
E. Donald Lau all especially loved the weather 
conditions, especially the beautiful flying in 
blizzards with no ceiling at times, but as for me 
— it kinda got on my nerves. The army negotiat- 
ing team of Colonel Lowry and Major Berry 
was most gracious, going to every effort to agree 
with us where agreement was at all possible. I 
believe it possibly probale that the strict attitude 
of the Arizona Medical Association’s adjudica- 
tion committee throughout the past year, as well 
as that of our fiscal administrator and medical 
director, Doctor James Moore, made these re- 
negotiations an easier issue for us. Colonels 
Evans and Hemphill, from the administrative 
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side, were likewise most agreeable. Major Gen- 
eral Robinson spent considerable time with us 
outlining the over-all success of the program, 
as far as the reports from the military personnel 
were concerned, but also pointed out his ad- 
ministrative headaches — and believe me he has 
them — what with the prima donna M.D.s on 
the one hand, politicians and congress on the 
other — and, of course, the armed forces de- 
pendents bringing up a third cudgel. As far as 
[ am concerned, all these career army M.D. 
officers are welcome to their administrative jobs 
on this program. 

This has been a rather arduous task which 
your chairman neither asked for nor had any 
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THE ARIZONA MEDICAL 


ASSOCIATION, INC. 
1957-58 ANUAL REPORT OF THE 


PROFESSIONAL LIAISON COMMITTEE 


Tux STATE BAR of Arizona was approached 
as to the possibility of a meeting with our liaison 
committee and did not wish one at the present 
time. 





The following representatives of the Arizona 
Pharmaceutical Association were guests at the 
meeting: O. T. Fountain, Phoenix, president of 
the Arizona Pharmaceutical Association; Alfred 
J. Duncan, Phoenix, secretary of the Arizona 
Pharmaceutical Association; Richard Walsh, 
Tucson, pharmacist; Charles Nielsen, Tucson, 
pharmacist. 

The agenda consisted largely in reviewing 
items presented for consideration at our joint 
meeting on Feb. 17, 1957: 

1. Policy of referral of patient or customer 
for professional services. 

It was felt that there should be no restriction 
in the matter of doctors referring patients to 
pharmacists or in the matter of pharmacists re- 
ferring customers to doctors. 


It was recommended that the two associations 
be asked to consider the adoption of policy- 
forming resolutions which would acquaint their 
practitioners with the ideal situations essential 
for a free choice of physician and pharmacist by 
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particular desire or incentive to undertake. 

Thanks to the very sincere co-operation from 

my committees, subcommittees, Council of The 

Arizona Medical Association, Inc., Arizona Blue | 
Shield, and Bob Carpenter’s highly efficient | 
work, I believe that the program has functioned 
as well in Arizona as in any state of the U.S.A. 
or any territory. Consequently — with this type | 
of help and with the over-all co-operation of 
by far the greater majority of our constituent 
membership — it has been a great pleasure to 
serve you. 


But, in conclusion — I sincerely hope that 
your next year’s chairman is a tougher guy than 
Iam. 


the patient and/or customer. 

It was recommended that two methods be 
accepted for referral of customers by pharma- 
cists to doctors: 

(a) Give the customer a list of doctors in 
whom the pharmacist has confidence. 
(b) The use of a simple doctors’ directory 

referral method. | 

It was recommended that the physician do 
likewise in giving his patients a free choice of 
pharmacists available in the community for fill- 
ing of prescriptions. When the direct telephone 
installation is in existence, the physician should 
determine from the patient that such pharmacy 
is preferred over any other which would have 
been freely selected by the patient. 

2. Prescription refill approval. | 

There is apparently a lack of understanding 
among some of the practitioners of both areas 
that it is essential to the safety of the patient 
that all refills for “legend drugs” or other po- 
tentially dangerous drugs be approved by the 
physician, unless he has already considered this 
matter and indicated his refilling instructions on 
the original prescription. This is a legal. require- 
ment in addition to the more important con- 
sideration of the public health. It should be 
understood by both groups that the approval for 
refill may be obtained by means of the telephone 
or by direct personal contact or by correspond- 
ence; but that if this is not done, the prescription 
may not be refilled and the patient must be in- 
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structed to consult the physician for a new pre- 
scription. 

The group agreed on the following type of 
box to appear in the corner of prescriptions with 
regard to refilling: 

Do Not Refill 

Refill Times 

Refill Until ( Date ) 

3. Responsibility for telephoned narcotic pre- 
scriptions. 

Arizona agents of the state bureau of narcotics 
have reported occasional breaches of the oral 
narcotic privilege. Such prescriptions have been 
telephoned to the pharmacy by the nurse or 
receptionist in the physician’s office — sometimes 
in attempting to save time for the physician or 
as a result of an honest ignorance of the law 
but sometimes in willful violation. This can 
cause extreme embarrassment both to the phy- 
sician and to the pharmacist involved. The law 
does not permit anyone the privilege of sub- 
stituting for the physician in telephone trans- 
mission of his oral narcotic prescriptions to the 
pharmacist. 

It was felt that all these points — policy of 
referral of patient or customer for professional 
services, prescription refill approval, and _ re- 
sponsibility for telephoned narcotic prescrip- 
tions — were very important problems in the 
doctor-pharmacist relationship. It was the wish 
of this group that, after approval by the council, 
either an article or an editorial be written for 
our Journal, Arizona Medicine to bring these 
points before the doctors of the state. It was 
also felt that possibly the matter might be 
brought directly to the medical societies. 

A number of other points were considered: 

1. Counter prescribing by the pharmacist. It 
was suggested that instances of this kind be 
reported by name to the liaison committee. 

2. Instances of prescriptions of certain doc- 
tors being channeled through one pharmacy. In 


1957-58 ANNUAL REPORT OF THE 
FEE AND CONTRACTUAL MEDICINE 
COMMITTEE 


\ TOTAL of almost $7 million has been raised 
by AMEF and distributed to all the medical 
schools in the United States since 1951. Al- 
though total income of AMEF in 1957 was 
$87,481 less than it was in 1956, it is encouraging 
to note that the number of contributors has in- 
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these particular cases, the physicians had an 
interest in the building or in the drug business 
concerned. 

3. Rebates to doctors on prescriptions sent to 
certain pharmacists. It was felt this was being 
done in only a few instances. 

4. The matter in a number of instances of 
trunk lines running directly from the doctor's 
office to a certain pharmacy. 

5. Difficulty encountered as a result of detail 
men quoting prices to doctors. It was felt that 
in some instances detail men did not give the 
exact price, but possibly a lower price than the 
drug store charged and thereby misunderstand- 
ing and difficulty developed. 

6. One of the members of the committee 
raised the question of doctors and druggists 
being financially interested in the same drug 
company and suggested that an editorial be 
written for both the Arizona Pharmaceutical 
Journal and Arizona Medicine about the evils of 
such relationships. 

7. A letter from Dean Brewer dated Feb. 11, 
1958, reported progress in the matter of de- 
velopment of a film on the subject of inter- 
professional relations between medicine and 
pharmacy. The material has been gathered and 
is ready to be outlined and programmed for the 
film. The film has been purchased but unfor- 
tunately the U. A. film bureau schedule does 
not permit shooting this sequence prior to fall 
of this year. A 15-minute black and white movie 
with sound is anticipated. 

Apparently everything is more or less set to 
go and the shooting will occur this next fall. 
We hope to cover many of the points discussed 
in this report and others dealing with physicians, 
pharmacists, and the public in clarification of 
these problems in this film. 

Respectfully submitted, 
W. B. STEEN, M.D. 
Chairman, Professional Liaison Committee 


creased. In 1956 a total of 39,892 contributed 
and in 1957, 44,155. The total amount received 
by AMEF from Arizona in 1957 was $9,113.50 
as compared with $4,897.87 in 1956. This rep- 
resents a contribution averaging approximately 
$12 per member of the Arizona Medical As- 
sociation. It must be remembered however that 
the Women’s Auxiliary to The Arizona Medical 
Association, contributed approximately $600 of 
this, and a number of doctors contributed over 
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and above the $10 which is included in their 
dues. In addition to contributions by each state 
medical society to medical education through 
AMEF, whether or not earmarked for a specific 
institution, many graduates of medicine con- 
tributed to medical education directly to their 
alma mater through the alumni fund. In the 
case of Arizona, in 1956 the figures were as 
follows: Contributions to medical education 
through AMEF $4,893.87; to medical education 
direct from alumni funds $9,220. This made a 
total from Arizona in 1956 of $14,113.87. This, 
as you will see, raised the average per capita 
contribution from the doctors of -the Arizona 
Medical Association from approximately $12 to 
approximately $18.30 in 1956. Again, in 1956 
contributions for medical education through 
AMEF throughout the United States amounted 
to $1,072,727 while the contributions for medical 
education by direct transmission to the various 
alumni funds was $2,247,425.14. By simple ad- 
dition we arrive at the figure $3,320,152.14 which 
was contributed by the doctors of the United 
States to medical education in 1956. At the 
present writing, the figures on contributions 
through alumni funds for 1957 are not yet avail- 
able but they are quite comparable, it is re- 
ported, to those in 1956. 

FEES: Tuition fees for medical students in 
1956-1957 averaged $720 for resident students 
and $918 for non-resident students. Comparable 
figures in 1954-1955 were $646 and $807. It is 
estimated that tuition fees cover between 15 
per cent and 20 per cent only of the over-all 
costs of medical education. The proportion of 
total represented by tuition and fees naturally 
varies in individual schools depending upon 
the total resources in the form of endowment 
income, legislative appropriations, annual gifts, 
etc. 

LOANS AND SCHOLARSHIPS 1956-1957: 

(a) $11,200,000 in capital funds are held for 
scholarship. Thirty-six per cent of these assets 
are held by Columbia, Harvard, Rochester, Uni- 
versity of Virginia and Washington University. 
Fifty-five per cent of all scholarships capital 
assets are possessed by 10 schools, 35 per cent 
of the scholarship funds are possessed by pub- 
licly owned schools and 65 per cent of scholarship 
funds are possessed by privately owned schools. 

(b)$6,200,000 in capital funds are held for 
medical student loans. Thirty-seven per cent 
of these assets are held by the College of Med- 
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ical Evangelists, Harvard, Minnesota, Pennsyl- 
vania and Western Reserve. Fifty-two per cent 
of all these loan funds capital assets are pos- 
sessed by 10 schools. Forty-seven per cent of the 
loan fund assets are possessed by publicly owned 
schools and 53 per cent of the loan fund assets 
are possessed by privately owned schools. 
GENERAL: 

There are 82 approved medical schools in the 
United States. In 1956, 76 were approved four- 
year medical schools and six were approved two- 
year schools of basic medical science. In 1957, 
there were 78 four-year approved medical 
schools and four approved two-year schools of 
basic medical science. Of the four newly de- 
veloping schools of medicine, Seton Hall ad- 
mitted its first classes in 1956-1957. Albert Ein- 
stein admitted its second class 1956-1957. The 
University of Kentucky and the University of 
Florida have not yet admitted medical students. 
The West Virginia University School of Medi- 
cine is undergoing transition from a two-year 
basic medical science school to a full four-year 
program and will probably graduate its first 
class of physicians in 1959 or 1960. Of the 82 
approved schools of medicine, 49 are public 
(tax supported) and 43 are private (non tax 
supported). Of the four newly developing 
schools, two are public and two are private in- 
stitutions. Enrolled in the 82 approved and the 
newly developing medical schools are 29,130 
students. Divided into years the enrollment is as 
follows: first 9,014; second 7,259; third 7,023; 
and fourth 6,834. 

AVERAGE GRADES PRE-MEDICAL 
OF FIRST YEAR MEDICAL STUDENTS: 
It is interesting to note a comparative analysis 


of pre-medical records of first year medical 
students, using the years 1950 and 1957. 


1950 1957 
Per Cent 
IS ana iascae wewasee 40 16.1 
EE ict widinace amanda 43 69.9 
FE ee 17 14 


ATTRITION RATES: 

The attrition rates in the approved medical 
schools in the United States 1956-1957 (overall 
averages ) were as follows: first year 6.8 per cent; 
second year 2.7 per cent; third year 1.1 per cent; 
fourth year 0.3 per cent. Included in this at- 
trition rate are failures, withdrawn in poor stand- 
ing, and withdrawn in good standing. 
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FACULTY RESPONSIBILITIES: 

With the exception of a single institution in 
1957, all medical faculties carried responsibilities 
for teaching other than undergraduate medical 
students (dental, pharmacy, nurses, technical, 
arts and science majors, other college majors, 
candidates for advanced degrees, internes, resi- 
dents, fellows, postgraduate students, etc.) In 
1956-1957 such students enrolled in one or more 
courses conducted by medical faculties totaled 
62,964 or more than twice the total number, 
29,130 undergraduate medical students. This is 
a function of medical schools frequently over- 
looked by those not familiar with these other 
than undergraduate medical student teaching 
activities. 


AMEF FUNDS: 


The unrestricted monies which are turned 
over to the deans of the medical schools by 
AMEF without doubt are the most helpful thing 
which the National Fund for Medical Education 
and AMEF have done for the schools. In ques- 
tioning the various deans, we find that money 
is variously used. Sometimes it is for salary in- 
creases, sometimes for needed equipment, which 
cannot be included in the annual budget, and 
also to help finance trips to meetings. These trips 
are sorely needed to boost the morale of medica 
school faculty members who otherwise could 
not afford to make the trips. Gifts for medical 
schools through AMEF in no way affect the 
share of each school from AMEF funds. This 
is to say that if a doctor earmarks a contribution 
through AMEF for a specific medical school 
that medical school will share equally in all 
funds which are contributed to medical educa- 
tion without specification of an institution. It 
is to be emphasized that no part of the monies 
contributed to medical education through AMEF 
is used in the administration of the funds. The 
American Medical Association pays all expenses 
out of its general fund. 


CONTRIBUTIONS TO MEDICAL 
EDUCATION THROUGH DUES 
INCREASES: 


The state medical associations with dues in- 
creases. for AMEF are at the present time; Cali- 
fornia, Illinois, Utah, Nevada, and Arizona. 
Many other states are considering following their 
example. In most instances where there has been 
a dues increase for AMEF, the contributions of 
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individual doctors of that state to AMEF ear- 
marked for specific schools have shown a de- 
cided increase. 


COST OF MEDICAL EDUCATION: 

The average cost of educating a medical stu- 
dent today (that is the cost to the institution ) is 
on an average between $3,000 to $3,500 per 
annum. The annual stipends for full professor- 
ships in the clinical years average between 
$15,000 and $18,000, the highest being approxi- 
mately $24,000 per annum and the lowest ap- 
proximately $12,000 per annum. In the $12,000 
group most of the full professors are granted 
the privilege to maintain a private part-time 
practice in addition to their other duties. The 
amount of income from private practice which 
they may retain for themselves is usually limited 
by the policy of the institution concerned. The 
excess over and above that limit reverts to the 
medical school general fund, which may be ear- 
marked by legislative procedure for specific 
purposes. 

ALUMNI ASSOCIATIONS: 

There are 25 approved medical schools in the 
United States and its possessions who have no 
alumni associations engaged in fund raising for 
those schools. Gifts to medical education through 
alumni funds and not through AMEF, may either 
be earmarked or not at the discretion of the 
deans of the medical schools and/or the con- 
tributors. The legislatures in states having med- 
ical schools which are tax supported are being 
educated as rapidly as possible to the conception 
that AMEF and alumni funds are not substitutes 
but supplements to the regular annual budget 
of each tax supported school. 


GENERAL: 

An example of what happened in one state 
(Idaho) which voted dues increases of $10 per 
annum per state society member for one year 
and then dropped it at the end of that year is 
as follows: In 1956, Idaho doctors totaling 469 
sent $4,950 to medical education through AMEF 
by reason of a $10 dues increase. The following 
year, 1957, (the year after the dues increase 
was dropped) a total of 40 members of the 
state medical society contributed on a voluntary 
basis only $906.25. This tends to disprove the 
argument that contributions to medical educa- 
tion without dues increases would be just as 
great as if the state medical association main- 
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tained a dues increase for that purpose. There 
are many ways in which Arizona could increase 
its total contributions to medical education 
through AMEF which would in most incidences 
be acceptable to members of the association as a 
whole and yet work no additional hardship so 
far as contribution on the part of the individual 
doctors is concerned. 


RECOMMENDATIONS: 


Your chairman of the AMEF committee for 
Arizona recommends as follows: 

1. That without changing the by-laws again, 
the executive secretary of The Arizona Medical 
Association, Inc., be instructed to notify each 
practicing physician in Arizona who has been 
in practice five years or less, that the payment 
of the $10 dues increase is purely voluntary on 
his or her part. 

2. That the doctors of Arizona adopt the 
policy of turning over all monies received from 
Blue Shield for the treatment of doctors of 
medicine or members of their family to medical 
education through AMEF. 

3. That the policy be adopted by each county 
society that the druggists, funeral directors, etc., 
who as a matter of policy annually give gifts 
such as calendars, fruit cakes, highball glasses, 
flip-open desk telephone directories, ball point 
pens, candy, whisky, etc., be contacted and 
asked to send the money at each Christmas sea- 
son which would ordinarily be budgeted for 
these sometimes and frequently useless gifts to 
members of the medical profession and their 
families, to AMEF. The AMEF in Chicago will 
then, at the request of the donor, send a greet- 
ing card to each one of the doctors listed by 
the donor with the imprint that the donor has 
contributed money in the name of that doctor 
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to medical education through AMEF in lieu of 
the usual Christmas remembrance. 

4. That a sliding scale be established on the 
basis of life expectancy, similar to the policy of! 
the various specialty colleges, for life contribu- 
tions through dues for each individual member 
of the state medical society. On this basis each 
doctor could, at his discretion, send a check to 
AMEF, when his budget permitted, to cover a 
life contribution. Thenceforth he would be re- 
lieved of the annual dues increase of $10. There 
is no question in the mind of your chairman that 
if such an arrangement were made, most if not 
all those who had paid their life contribution in 
full, would continue as their means allowed to 
send checks either to AMEF or direct to their 
alumni funds to aid medical education in the 
United States. 

5. That The Arizona Medical Association, Inc., 
go on record as supporting the establishment of 
a medical school in Arizona, but only at such 
time when Arizona is financially able to estab- 
lish a top-level four-year school, and staff that 
school with outstanding full-time professors on 
the basis of salary stipends outlined above. It 
is obvious that unless such salaries are offered, 
those men who would make a top-flight school of 
medicine could not be obtained. (The trend in 
all medical schools is, at the moment, integra- 
tion of clinical instruction throughout the entire 
four-year educational program. ) 

6. That council formulate resolutions based on 
paragraphs 2 and 5 of these recommendations 
to be presented to the House of Delegates of 
The Arizona Medical Association, Inc., during its 
annual meeting April 30-May 3, 1958. 

Respectfully submitted, 
HAROLD W. KOHL, M.D., Chairman 
Arizona AMEF Committee 





1957-58 ANNUAL REPORT OF THE 
ARIZONA AMEF COMMITTEE 


Fox ABOVE committee was created by the 
council of the Arizona Medical Association at a 
meeting Nov. 24, 1957. 

The first and only meeting of this group was 
held Jan. 5, 1958. At this meeting Mr. Frank 
Tod, district agent of Pacific Mutual Life In- 
surance Company, was invited to discuss the 
plans of private insurance companies to offer 
comprehensive health insurance. Mr. Tod 
pointed out that many insurance companies were 


interested in this plan and that several such 
plans were already in operation in many areas 
in the United States. Mr. Tod stated that his 
group would be interested in working out a 
plan that would allow fees compatible with the 
rise and fall of the cost-of-living scale. It was 
the impression of the committee that this was a 
worthwhile discussion and that approval of such 
plans should be considered by the state and 
county medical association groups. 

The next topic discussed was the so-called 
panel practice of medicine in Arizona and the 
problem of the Hughes Aircraft Company with 
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the Pima County Medical Association in Tucson. 
Several interested members from Tucson were 
present at this meeting and expressed their views 
pro and con on the problem. Following these 
lengthy hearings, the committee recommended 
to the council that it ratify the resolution passed 
by the House of Delegates of the American 
Medical Association in session in Philadelphia 
in December 1957 to the effect that “there are 
many conditions under which contract practice 
is not only legitimate and ethical, but in fact 
the only way in which competent medical serv- 
ice can be provided,” but that a contract prac- 
tice of medicine would be determined to be 
unethical if “a reasonable degree of free choice 


of physician is denied those cared for in a com- 





TEXAS DOCTORS REJECT 
MEDICARE! 
(It Can Happen Here) 


By L. D. Sprague, M.D. 


Tux MARCH 1957 issue of Arizona Medicine 
carried an article entitled “It Can't Happen 
Here” commenting upon the vicissitudes of the 
British medical profession under socialization 
and their plans to boycott the system unless de- 
mands for increased fees were forthcoming. In 
the same article in which the Medicare program 
was stamped as socialized medicine, we asked 
the question, “When and under what provoca- 
tion will we physicians debate, deny or oppose 
in support of the ethics and ideals of our pro- 
fession, for the protection and benefit of our 
patients?” 

It is now evident that at least one segment of 
our physician population agrees with our phi 
losophy that there is no such thing as a “little 
socialization” and has the intestinal fortitude to 
do something constructive about it. We quote 
the following from the meeting of the Texas 
Medical Association held in Houston, Texas in 
April 1958: 

“Texas physicians at the annual meeting of 
the Texas Medical Association acted valiantly 
as true Americans to restore a bit of medical 
freedom to themselves and their patients . . . 
The house of delegates voted better than two to 
one instructing the officers of the Texas Medical 
Association to not enter into any contract with a 
governmental agency . . . This means that effec- 
tive May 1, 1958 there will be no Medicare con- 
tract between the Texas Medical Association 
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munity where other competent physicians are 
readily available.” 

It was moved by Doctor Beaton, seconded by 
Doctor Edel and unanimously carried that it 
be the further recommendation of the committe« 
on fee and contractural medicine to the Council 
of The Arizona Medical Association, Inc., that 
the physicians throughout Arizona be apprised 
that in accordance with this principle of medica! 
ethics they not join any medical program which 
excludes the other members of the local county 
medical society from seeing the patients em- 
ployed by any given employer. 

Respectfully submitted, 
H. W. CALDWELL, M.D. 
Chairman 


and the government .. . After careful appraisal 


and lengthy and spirited discussion, it was 
agreed by an overwhelming majority that re- 
newal of the Medicare contract would continue 
to give subtle approval to the principle of gov- 
ernment-controlled medicine and government 
setting of fees . . . The Texas delegates voted 
unanimously to request its AMA delegates to 
initiate steps designed to bring about either the 
repeal of Public Law 569 (Medicare) or its 
modification so as to provide medical care for 
the dependents of military personnel through 
indemnity programs underwritten by voluntary 
prepayment plans, or a pay increase adequate for 
such personnel to purchase voluntary prepaid 
insurance .. . This is a notable history-making 
step, and we believe that it will be emulated by 
more medical associations as they come to real- 
ize that acceptance by the medical profession of 
any form of government-controlled medical care, 
no matter how small, is an open invitation for 
the government to step in and take over the en- 
tire practice of medicine, leading to the deteri- 
oration of medical care and to the regimentation 
of physicians and their patients.” (Above quota- 
tion from Association of American Physicians 
and Surgeons, Inc. letter dated April 25, 1958. ) 

This writer congratulates the Texas Medical 
Association on its courageous stand and com- 
mends such action as worthy of serious consid- 
eration by other medical associations both at 
county and state levels. The progressive en- 
croachment of socialization accomplished in a 
piecemeal approach by means of successive 
amendments to the Social Security Act and now 
culminating in the Forand bill should prove be- 
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yond doubt that the social planners will not rest 
until they have accomplished their objective of 
complete socialization of medicine. If we are to 
stem the tide, a dedicated grass roots storm of 
protest must be effected. Physicians must awak- 
en to the fact that for many years a well-con- 
ceived and planned brainwashing program has 
been working against the principles which have 
made American medicine the finest obtainable 
anywhere in the world today. Regimentation of 
the physician and his patient under socialization 
of medicine with its resultant deterioration of 
medical care must not be allowed to proceed, 
and the inroads already accomplished in this di- 
rection must be fought vigorously. 

The major slice of the taxpayers’ dollar spent 
for Medicare involves maternity coverage for 
dependents of military personnel. Obstetricians 
are, therefore, particularly cognizant of the bu- 
reaucratic regulations, endless red tape, and dic- 
tatorial policies of the Medicare program. Re- 
cent directives and memoranda illustrate a few 
pertinent objections. Memorandum 1-58, dated 
April 9, 1958, indicates that any charge for drugs 
furnished the patient, if in excess of $20 for the 
entire course of her pregnancy, must be “justi- 
fied” by a written report. Inasmuch as any com- 
monly-used prenatal supplement alone will cost 
in excess of $20 for the entire pregnancy, it ap- 
pears we will be writing many letters of justifi- 
cation. We have already been asked to justify 
the cost of drugs issued to the patient and con- 
sumed by her months before the directive even 
made its appearance, inasmuch as the effective 
date of the memorandum apparently predates 
the issuance date! Woe be unto him who inad- 
vertently furnished a drug “not directly related 
to the management of the pregnancy” and con- 
siderable confusion seems to exist as to what 
drugs are related. We are also warned that the 
government must be billed and itemized at ac- 
tual cost of drugs given parenterally. “Cost” in- 
cludes, of course, the cost of administration or 
injection of the material. This can only result in 
the prescribing of more expensive medication to 
be taken orally, or denying needed medication 
to the patient, in order to obviate losing money 
on parenterally administered drugs (the ma- 
jority of parenterally administered drugs, in ob- 
stetrics, are hormonal and the oral forms run 
from 50 cents to 60 cents per tablet). Under the 
system, it is impossible to save the taxpayer 
money by use of non-prescription drugs which 
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can often be obtained over the counter for $1.50 
less than the same drug on prescription. These 
are only a few of the headaches and regimenta- 
tion we must submit to aside from the endless 
red tape and complexity of forms and paper 
work necessary to process any single case. 

No governmental agency — federal, state, or 
local — if all the true facts are taken into con- 
sideration, can ever perform any service (medi- 
cal or other) as economically and as efficiently 
as voluntary enterprise. It would appear that 
the solution to the problem is only too obvious— 
all health care for which governmental agencies 
are in any manner responsible should be given 
by contract between that agency and private en- 
terprise. This statement applies to the conduct 
of hospitals for the veteran, for the tuberculous, 
the mentally ill, the chronically ill, the indigent 
— in fact all patients being taken care of by any 
governmental agency. This concept would, of 
course, meet with strenuous opposition on the 
part of those who hold vested interest in the 
continuation and expansion of the present meth- 
ods of operation. I am sure that the wails from 
the public health officials and those in charge 
of governmental institutions would be particu- 
larly loud and long; however, the poor down- 
trodden American taxpayer could be expected 
to respond with real gratitude once the true 
facts were presented to him in an unbiased man- 
ner, unvarnished and ungarnished by the-plead- 
ers of special interest. The patient would receive 
care superior to that now furnished, and the 
taxpayer would find a substantial percentage of 
the burden of paying for that care removed from 
his shoulders. 

Modification of the Medicare program so as 
to provide medical care for dependents of mili- 
tary personnel through a program underwritten 
by voluntary prepayment plans is clearly indi- 
cated. 


DEPENDENTS FREE CHOICE OF 
CARE QUESTIONED 


CoNCRESSIONAL rumblings and grumblings 

against Medicare policies and expenditures 
could erupt into stern reforms. At recent hear- 
ings, held behind closed doors, house members 
challenged the right of military dependents to 
free choice of medical care and expressed doubt 
that Medicare is a re-enlistment incentive. 


| 
| 
| 


| 
| 











442 ARIZONA 


LEGISLATIVE REVIEW 
LEGISLATION ON PROBLEMS OF THE 


AGED 


Peosianes OF THE AGED and how to solve 
them continue to occupy the attention of some 
congressmen. One of the major bills before a 
house education and labor subcommittee is HR 
9822 by Representative Fogarty (D., R.I.); it 
would provide funds for state conferences on 
aging, followed by a White House conference in 
the spring of 1960. Other measures, including 
Representative Zablocki’s HR 11057, would au- 
thorize grants for studies and projects at state 
and local levels as well as create a bureau of 
older persons in the department of health, edu- 
cation, and welfare. The subcommittee has 
heard the bills’ sponsors and next plans to hear 
Secretary Folsom and interested private groups. 

Pending before the house ways and means 
committee are a large number of bills amend- 
ing the Social Security Act, from lowering bene- 
fit ages to increasing benefits. Principal measure 
of concern to the medical profession is Repre- 
sentative Forand’s HR 9467 providing for hos- 
pitalization and surgical services for the aged, 
their dependents and others who are entitled to 
benefits under social security. The AMA feels 
that there are not enough statistics in the whole 
field of the aged and that the Forand bill would 
encourage over-utilization by social security 
claimants, thus limiting available beds for the 
acutely ill of all ages in the community. 

HILL-BURTON CHANGES 

The Hill-Burton hospital construction act will 
expire in mid-1959, which means that congress 
will be expected to take some action this year in 
order to allow for orderly planning. Several bills 
extend the act three to five years. Other meas- 
ures (HR 6833 and HR 7575) would permit low 
interest loans as well as matching grants, an 
idea that has been pushed by certain religious 
groups. The administration proposed, then 
dropped, a plan for new emphasis on special 
needs rather than general hospital beds. 

Senators Payne of Maine and Flanders of Ver- 
mont have sponsored a bill (S. 3588) for Hill- 
Burton grants up to $25,000 for rural areas with 
population not exceeding 15,000 for unaffiliated 
non-profit associations or corporations to build 
diagnostic and treatment centers. No hearings 
have been scheduled as yet on any of the pro- 
posals. Representative Coffin (D., Me.) has in- 
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troduced a similar bill (HR 11826). 
PUBLIC HEALTH SCHOOL GRANTS 

With the exception of appropriations, the 
health bill closest to passage is HR 11414 (for- 
merly HR 6771) by Representative Rhodes (D., 
Pa.). It provides for earmarking $1 million in 
grants to 11 schools of public health for aid in 
their instruction and other programs. Following 
hearings by the health subcommittee, the full 
house interstate and foreign commerce commit- 
tee on April 2 ordered the bill favorably report- 
ed to the house. The administration is opposed 
on the grounds that action should wait for a con- 
ference planned next summer on public health 
education. 

HEW APPROPRIATIONS 

The department of HEW appropriations bill 
for the next fiscal year breezed through the 
house on March 27, in sharp contrast to the days 
of wrangling a year ago when both house and 
senate were embroiled in a wide-scale economy 
drive. The house actually approved 6 per cent 
more health funds than the administration had 
requested and the prospects were good that the 
senate would go even further. Hearings are now 
under way in the senate appropriations subcom- 
mittee. 
PHYSICIAN PAY IN FEDERAL SERVICE 

Two separate bills involving medical officers 
in the armed services as well as in the veterans’ 
administration, are active at this time. The bill 
HR 11470, which has passed the house and is 
pending in the senate, calls for a general pay 
raise for the military; it also retains the incentive 
pay schedule for physicians in uniform which 
has been in effect since 1947 and was improved 
only two years ago. Under a bill sponsored by 
the late Representative Long (D., La.), the 
medical department of VA would benefit by in- 
creased pay scales. This measure (HR 6719) is 
pending in the house rules committee. 
UNION HEALTH AND WELFARE PLANS 

Union and management pension, health and 
welfare plans covering 100 or more employes 
would be required to register and make periodic 
accounting of funds, under S. 2888. The senate 
labor and public welfare committee first started 
hearings on mismanagement of plans three years 
ago. Just before the Easter recess, after a final 
brief hearing, the committee approved the bill. 
It would affect some 4,000 plans covering at 
least 2 million employes. Bill sponsors are Sena- 
tors Douglas, Kenendy, and Ives. 




















FEDERAL AID TO MEDICAL SCHOOLS 


Long-standing bills for one-time construction 
grants for new and existing medical schools are 
before the house interstate committee and the 
senate labor and public welfare committee. The 
senate committee has been deeply involved in 
hearings on general education and has not got- 
ten around to medical schools. The health sub- 
committee of house interstate may soon take up 
several versions pending there: HR 6874 by 
Chairman Harris, and HR 7841 by Representa- 
tive Fogarty. The senate bills are S. 1922 by 
Senator Hill and other Democrats and S. 1917 
by Republican Senators Smith of New Jersey 
and Purtell. 


PUBLIC WORKS GRANTS 


A controversial bill pushed by the Democratic 
leadership is $. 3497 which is promoted as an 
anti-recession measure. After several days of 
hearings in which there was no unanimity either 
on the part of witnesses or senate banking and 
currency committee members, the bill was re- 
ported to the senate. Its $2 billion loan fund was 
cut to $1 billion and the interest rate raised from 
3 per cent to 3% per cent. Money could be 
loaned for 50 years to states and communities 
for all sorts of programs, including public hos- 
pitals, health centers, and possibly state medical 
schools. A similar bill, HR 11272, is pending in 
the house. 


CHEMICAL ADDITIVES 


The question of pretesting of chemical addi- 
tives, a perennial in congress, may be nearing 
an answer. The house interstate health subcom- 
mittee, which has held extensive hearings on a 
number of bills, resumes sessions after the East- 
er recess with testimony from food and drug ad- 
ministration officials. Among the bills are 
HR 6747 and HR 8390, both by Chairman Har- 
ris. One of the knotty problems is that of legal 
review for appeal cases. 


CAA MEDICAL DEPARTMENT 


A long-standing goal of certain federal offi- 
cials is the creation of the office of civil aviation 
medicine in the civil aeronautics administration, 
and the appointment of a civil air surgeon to 
head it. One version is S. 1045 on which hearings 
were held last year by the senate interstate and 
foreign commerce committee, and an identical 
bill is HR 4275 in the house interstate. The AMA 
actively supports this proposal, maintaining that 
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only a strong medical department in the civil 
aeronautics administration can properly admin- 
ister examinations of fliers and decide other avi- 
ation issues involving medicine. AMA _ wants 
questions involving medical determinations 
shifted from the civil aeronautics board, which 
has no qualified medical department, to CAA. 


EXTENSION OF UNEMPLOYMENT COM- 
PENSATION 

Bills before the house ways and means com- 
mittee, including HR 10570, would broaden the 
period for payment of unemployment compen- 
sation benefits under the federal-state program 
and extend the program to cover all employers. 
Three days of hearings were held on these meas- 
ures — described as emergency plans to relieve 
the unemployed — and action by the committee 
is expected shortly. 


JENKINS-KEOGH TAX DEFERMENT 


Of direct interest to the profession are the 
Jenkins-Keogh proposals for deferment of taxes 
on money paid into retirement plans by the self- 
employed. HR 9 and HR 10 are pending before 
the house ways and means committee. Another 
version is part of an omnibus small business tax 
relief measure in the senate finance committee; 
it would allow tax deferment on up to $1,000 a 
year (the Jenkins-Keogh proposals provide for 
up to $5,000); the companion bill before the 
house ways and means committee is HR 10499. 
The senate measure is S. 3194. House hearings 
on general tax bills early in the session touched 
on Jenkins-Keogh, but the committee has not 
yet reported out a bill. 


AID TO HIGHER EDUCATION 


Under the impetus of the race for outer space, 
both house and senate committees have held ex- 
tensive hearings into proposals for scholarships 
at the college level, including pre-medical train- 
ing. An amount of $1 billion over four years 
would provide 10,000 scholarships annually for 
bright students, with preference in math and sci- 
ence. This is the administration plan, embodied 
in S. 3163 by Senator Smith of New Jersey. The 
Democrats propose to spend $3 billion over six 
years in S. 3187 by Senator Hill and HR 10381 
by Representative Elliott. Bills are still in com- 
mittee. In most of the bills, pre-medical and 
medical students along with others would be eli- 
gible for their first four or six years of college, 
depending on the particular bill. 
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MISCELLANEOUS 

Other health bills still in committee and on 
which no hearings have been held are HR 306 
for grants and scholarships for nursing; HR 3764 
which is Representative Dingell’s compulsory 
health insurance plan first authored by his fa- 
ther; HR 6506 and: 6507, identical administra- 
tion-backed proposals for small insurance com- 
panies to enter into pooling arrangements for 
experimenting in wider health insurance cover- 
age; and HR 6141 which authorizes medical care 
for federal civilian employes and their depend- 
ents living overseas and which is pending in the 
house. 


ARMY ROLE OUTLINED IN 
CD EMERGENCY 


Appnessinc THE National Association of 
State and Territorial Civil Defense Directors, 
Gen. W. G. Wyman, head of the U. S. Continen- 
tal Army Command, outlined the civil defense 
role of the military in event of nuclear attack. 
In medical planning, he cited two possibilities: 
1. If civil defense and other civilian authorities 
and organizations are able to function, the mili- 
tary would assist them with supplies and medi- 
cal personnel. 2. If civilian organizations are un- 
able to operate, the military would assume 
charge, calling for what civilian help was avail- 
able. Explaining this point, General Wyman 
said: “The medical team that actually staffed a 
hospital under the first contingency might now 
supervise the assembly of doctors, nurses, and 
medical supplies to sustain one or more emer- 
gency treatment facilities. If a medical unit was 
not available for this task, the mission would be 
given to troops in any arm or service.” 
PROGRESS REPORT FROM THE 
POISONING CONTROL 
INFORMATION CENTER AT THE 
UNIVERSITY OF ARIZONA 


COLLEGE OF PHARMACY 
POISONING INFORMATION CARD FILES 


FOR THE ARIZONA POISONING CONTROL 
NETWORK 


Tux POISONING Control Information Center 
at the University of Arizona has completed the 
poisoning information card files for the 18 Ari- 
zona hospital treatment centers. These files pro- 
vide toxicological information for 1,500 trade- 
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name products that are not found in the three 
textbooks maintained by the hospital treatment 
center, namely, (1) Gleason, Gosselin and 
Hodge, Clinical Toxicology of Commercial Prod- 
ucts, (2) Dreisbach, Handbook of Poisons, and 
(3) Goodman and Gilman, Pharmacological 
Basis of Therapeutics. 

Additional trade-name product file cards will 
be supplied to the hospital treatment centers at 
monthly intervals. The poisoning information 
files also contain cards which provide toxicologi- 
cal information on poisoning from chemical 
agents which are not constituents of trade-name 
products, such as carbon monoxide, bromine, ar- 
sine, acetylene, etc. Other cards present informa- 
tion on poisoning from botanicals such as castor 
beans and oleander as well as on poisoning from 
venoms of snakes, scorpions, spiders, etc. 

The 18 hospital poisoning control treatment 
centers which have received the files are listed 
below according to the cities in which they are 
located: 

Ajo: Phelps Dodge Hospital 


Douglas: Douglas Hospital 
Flagstaff: Flagstaff Hospital 
Ganado: Sage Memorial Hospital 


Grand Canyon: Grand Canyon Hospital 
Holbrook: Holbrook Municipal 
Hospital 
Mohave County Hospital 
McNary Hospital 
(1) Good Samaritan 
Hospital 
(2) Maricopa County 
General Hospital 
(3) Memorial Hospital 
(4) St. Joseph’s Hospital 
Prescott Community 
Hospital 
Safford Inn Hospital 
(1) Pima County General 
Hospital 
(2) St. Mary’s Hospital 
(3) Tucson Medical 
Center 
Yuma County General 
Hospital 
Each of the above hospital poisoning control 
treatment centers offers 24-hour emergency serv- 
ice. Physicians are invited to call on the treat- 
ment center located nearest to them for infor- 
mation contained in the poisoning information 
card files and toxicological library maintained 


Kingman: 
McNary: 
Phoenix: 


Prescott: 


Safford: 


Tucson: 


Yuma: 
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at the center. 
Poisoning Case Reports: 

The Arizona Poisoning Control Information 
Center wishes to make an appeal to every hospi- 
tal and to each physician in Arizona to submit 
a report on the poisoning cases they treat. It is 
only with this co-operation that statistics such as 
those presented at the end of this report can be 
made complete. Report blanks listing the specific 
information desired for each poisoning incident 
are available at each of the 18 hospital treatment 
centers listed above or they may be obtained by 
writing to: Arizona Poisoning Control Informa- 
tion Center, Pharmacy College, University of 
Arizona, Tucson. The completed forms should 
be sent as soon as possible to the latter address. 


Financial Assistance from the Tucson Women’s 
Club: 

On May 6, the Tucson Women’s Club donated 
$450 to the Arizona Poisoning Control Informa- 
tion Center for use in connection with research 
in the College of Pharmacy in order to provide 
more information concerning the toxicity of or- 
namental plants growing in Arizona. This stipend 
brings the total to $1,000 that the Tucson Wom- 
en’s Club has presented to the Arizona Poisoning 
Control Information Center, and this has assist- 
ed the latter immeasurably to carry out its func- 
tions. 


Arizona Public Health News: 

The Arizona Public Health News, April-May 
number, published by the Arizona State Depart- 
ment of Health will present the development 
and operation of the Arizona poisoning control 
network. 


STATISTICS OF 79 POISON CASES REPORT- 
ED SINCE THE APRIL 1, 1958 PROGRESS 
REPORT 


Percentage of Cases 

AGE: 

73.4 involved under 5 year age group ( 
5.0 involved 6 to 15 year age group ( 
9.0 involved 16 to 30 year age group ( 
7.6 involved 31 to 45 year age group ( 

( 
( 


Number of Cases 


2.5 involved over 45 year age group 
2.5 not reported 


to Dawn S 
ee ee eee ee ee” 


NATURE OF INCIDENT: 
92.4 accidental (note: of this number 
10 were overdoses ) 
6. 3 intentional ( 5) 
1.3 not reported 
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OUTCOME: 

98.7 recovery (78) 
1.3 fatal ( 1) 

TIME OF DAY: 

20.3 occurred between 6 am and noon (16) 


44.3 occurred between noon and 6 pm. (35) 
24.1 occurred between 6 pm and midnight (19) 
5.0 occurred between midnight and 6 am. ( 4) 


6.3 not reported ( 5) 

CAUSATIVE AGENTS: 

24.1 aspirin (19) 

12.7 sedatives (barbiturates and tran- 
quilizers (10) 


10.2 solvents (lighter fluid, gasoline, 


brake fluid, turpentine ) ( 8) 
5.0 household bleaches and cleaners ( 4) 
5.0 mothballs ( 4) 
3.8 lye ( 3) 
3.8 insecticides ( 3) 
3.8 cosmetics (perfume, hair creme, 

suntan lotion ( 3) 
3.8 food poisonings ( 3) 
2.5 paint, silver enamel ( 2) 
2.5 disinfectants ( 2) 
2.5 laxatives ( 2) 
1.3 ornamental plants (castor bean ) ( 1) 
19.0 miscellaneous (boric acid, camphor- (15) 


ated oil, teething lotion, thyroid, po- 
tassium permanganate tablets, re- 
ducing pills, antihistamine, Mether- 
gine, natural gas ) 


AERO MEDICAL BACKS 
CHANGE IN CAA 


Tax AERO Medical Association has called on 
the Civil Aeronautics Administration to strength- 
en its medical department and provide the de- 
partment with funds adequate to its responsibili- 
ties, which include research and supervision of 
fliers’ periodic physical examinations. The resolu- 
tion proposes that the department be made di- 
rectly responsible to the administrator. The 
group listened to three days of lectures and 
panel discussions, mostly on scientific phases 
of aviation medicine. Brig. Gen. M. S. White 
of the air force moved up to president of the 
association, being succeeded by Dr. Ludwig 
G. Lederer of Washington, D. C. Elected as 
first vice president, in line for the presidency in 
1960, was Dr. George J. Kidera of Chicago. 
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SAFETY CLOSURE FOR 
CHILDREN’S ASPIRIN BOTTLE 


An EFFECTIVE AND practical solution to the 
pressing problem of accidental ingestion of po- 
tentially toxic medication by infants and young 
children, was presented to the accident preven- 
tion committee of the American Academy of 
Pediatrics at the group’s recent meeting in New 
York. 

The result of more than four years of develop- 
ment and testing, the new safety device is a 


"BLUE CROSS GROWTH 


Seunznnur in 
Blue Cross has 
now reached a fig- 
ure of 55,959,764 
people, according 
to information re- 
ceived by L. Don- 
ald Lau, executive 
director of Arizona 
Blue Cross - Blue 
Shield, from the 
Blue Cross com- 
mission, Chicago. 

The per cent of population enrolled in Blue 
Cross rose to 30.72 per cent during 1957. At the 
same time Blue Cross showed a numerical net 
growth of 2,044,317 new members. New York 
City showed the largest gain of any single Blue 
Cross plan with a growth of 330,133 members 
during the past year. 

Arizona Blue Cross showed a net gain of 15,- 
586 new members in 1957, according to Lau. 
This brought the total state. membership to 
188,609 members by the year’s end. By the end 
of March it was over 191,000 in Arizona. This 
placed Arizona in second spot in total member- 
ship among the plans under 200,000, being head- 
ed only by Roanoke, Va. 

Arizona averaged 2.92 members to each con- 
tract, which is one of the highest in the nation 
and Canada. Further figures reveal that 16.98 
per cent of the state’s civilian population is en- 
rolled in the plan. 

The phenomenal growth of Blue Cross is fur- 
ther pointed up dramatically by these figures. 
In 1936 there were 606,021 members as com- 
pared to the 55,959,764 as of Dec. 31, 1957. 

















“Our Blue Cross paid up, Hon?” 
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carefully designed plastic closure for standard 
proprietary and prescription product bottles. The 
safety cap can be conveniently and quickly re- 
moved by any adult, but presents a virtually 
fool-proof obstacle for the inquisitive child of 
five years or less. 


“Widespread adoption of such a closure to all 
drug containers in common use,” the commit- 
tee’s report asserted, “could reduce in great part 
the number of tragic deaths of small children 
from the accidental, experimental and innocent 
ingestion of potentially dangerous drugs.” 


BLUE SHIELD 


Fink BIGGEST YEAR recorded in the history 
of Arizona Blue Cross-Blue Shield, according to 
L. Donald Lau, executive director for the pre- 
payment plan, was 1957. 

Enrollment attained an all-time high with 
188,609 Blue Cross members as of Dec. 31, while 
Blue Shield reached 156,910 members. At the 
end of the first year of operation for Blue Shield 
in 1947, just 10 years ago, Blue Shield had 1,514 
members. 

Out of every Blue Cross dollar taken in, 92.9 
cents was used for present and future hospital 
care of the member. Under Blue Shield, 87.5 
cents for the surgical and medical care of the 
member. Operating expenses for Blue Cross 
were 7.4 cents, and for Blue Shield, 12.5 cents. 

Lau pointed out that the average stay per pa- 
tient of Blue Cross-Blue Shield members is ap- 
proximately six days. 

Total assets of Blue Cross are $1,092,045.08. 
Blue Shield assets are $1,029,317.41. There are 
presently 35 Blue Cross member hospitals in 
Arizona and over 900 Blue Shield participating 
physicians who are doctors of medicine. 








ART’S TV & RADIO SERVICE 
634 N. Ist Avenue 
AL 3-2928 
Specialize in all makes of Television — Home Radios 
Auto Radios — Hi Fi — P. A. Systems Service 
All Work Fully Guaranteed 
Bonded and. insured 


All Types of Antenna Installations — Homes and Apts. 
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for “the butterfly stomach” 
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Pavatrine’ with Phenobarbital 


125 mg. 15mg. 


e is an effective dual antispasmodic 


e combining musculotropic and neurotropic action 
with mild central nervous system sedation. 


a 
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She’s Been S ON ATED 


She’s just one of more than a million patients who have been treated with 
Ultrasound by the more than 20,000 physicians using Ultrasonics in their 
practices. If you are thinking of buying an Ultrasonic examine the 
mechanical features : look at the transducer. Is it adaptable (adjustable) 
to all five of the recommended treatment positions ? Is the crystal small 
enough (5CM? is the experts’ choice) to treat the concave areas ? Is the 
electronic circuit stable so that output remains constant throughout 
treatment ? Is the dosage always what reads on the meter ? Is the 
manufacturer experienced in producing equipment for the medical 
profession ? Does he have dealers everywhere to give you service when 
you need it ? You owe it to yourself to know the answers to these questions. 
In all sincerity we believe that every Birtcher MEGASON Ultrasonic 
(there are four models, you know) will meet your every qualification. 





$6 paws bookiet THE BIRTCHER CORPORATION 
ics in a Nutshell” Department ARM-658 











ae 4371 Valley Blvd., Los Ar,celes 32, California 
tions about ultra- (0 Send me a copy of “‘Medical Ultrasonics in a Nutshell” 
sound and contains w —— 
abstracts of several (CI would like a demonstration in my office. 
medical journal Dr 
articles. 
Address 
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HOSPITAL ASSETS 


By L. D. Sprague, M.D. 


hecospmc TO THE Health Information 
Foundation, the physical assets of this country’s 
hospitals — an estimated $13 billion — are one 
impressive measure of the high value the Ameri- 
can people place on health facilities. This esti- 
mate probably understates the real value of our 
hospital resources, since, although assets are 
often valued at cost, it is generally recognized 
that replacement costs would be much higher 
under current conditions. 

The reported value of assets (without sub- 
tracting debt) is the equivalent of about $8,100 
for each hospital bed in this country, about 
$60,000 for each physician, $590 for each ad- 
mission during the year, or $78 for each person 
in the continental United States. Some 80 per 
cent of this valuation is represented in physical 
plant (land, buildings, and equipment). 

The mere size of this investment is, of course, 
no guarantee that it is sufficient for present and 
especially future needs. A recent survey by the 
American Hospital Association reports a need 
for an additional $1 billion to rehabilitate exist- 
ing hospital buildings. Since World War II, 
there has been a sharp increase in hospital con- 
struction. The annual average for the period 
1947-54 was $585 million, with the 1951 peak 
$821 million, the highest annual volume ever 
recorded. After declining in 1955 and 1956, con- 
struction rose to about $630 million in 1957. This 
sizable postwar increase is partly attributable to 
the Hill-Burton Act of 1956, which authorized 
federal financial assistance for a country-wide 
hospital construction program. The gap created 
by the deferment of civilian construction during 
the war, increased income, and utilization of 
hospitals by the general population, and the 
growth of voluntary health insurance represent 
other reasons for this increase. 

By ownership, hospital assets are almost equal- 
ly divided between private and governmental 
sectors. Non-profit organizations own 47.9 per 
cent of the total; proprietary (individual, part- 
nership, or corporation, operating for profit) ac- 
counts for 1.7 per cent. Within the governmental 
sector, non-federal units (state, county, city, 
county, or hospital districts) own 35.8 per cent 
of all hospital assets and the federal government 
owns 14.6 per cent. It is noteworthy that assets 
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in federal hospitals increased five-fold during 
the 1928-1956 period and the number of beds in 
these hospitals, tripled, while assets per bed 
doubled. The non-profit and non-federal gov- 
ernment institutions have not significantly al- 
tered their share of total hospital assets between 
1928 and 1956, but have increased their assets 
significantly. 

Despite regional variations, assets in hospitals 
in every part of the country have grown sub- 
stantially since 1928, while simultaneously 
changes have occurred in their sources of capi- 
tal and patterns of ownership, and in the serv- 
ices they offer. This period has also been char- 
acterized by great advances in medical technol- 
ogy, with resulting far-reaching changes in the 
role of hospitals. More and more our hospitals 
function as community health centers where 
both curative and preventive medical services 
are increasingly utilized, with generally higher 
incidences of admissions to beds than formerly, 
but with shorter average lengths of stay. Ad- 
vances in medical science have required more 
complex equipment and more specialized facili- 
ties and services. 

The market for hospital services has grown. 
Those who use health services most often — the 
very young and the aged — have increased in 
absolute numbers and as proportions of the total 
population. The health consciousness of the 
American public has risen; and higher income 
and living standards, along with the growth of 
voluntary insurance, have, in turn, strengthened 
the ability of the average person to pay for need- 
ed hospital care. 

Last year, of an estimated $505 million spent 
on private hospital construction, three-fifths 
came in the form of voluntary contributions. 
Through the years, contributions have not only 
helped keep our hospitals running, but have also 
established a valuable two-way tradition of serv- 
ice between the hospitals and citizens. Prepay- 
ment plans which now cover 123 million Ameri- 
cans have done much to finance day-to-day hos- 
pital care, but only to a small degree have they 
provided funds for maintaining physical plants. 
Prepayment has not been designed to finance 
hospital bed replacement and expansion; to do 
so, it has been felt, would raise the cost of pro- 
tection beyond the reach of persons of moderate 


income. 
If our hospital assets — already one of the 
large investments by the public — are to be 
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maintained and improved, philanthropic giving 
must continue. Public policy would also seem to 
dictate a re-examination of whether voluntary 
health insurance more generally might provide 
for replacement of hospital plants. Hospitals can 


NON-PROFIT HOSPITALS OFFERED 
LOANS IN SENATE-PASSED BILL 


A $1 BILLION anti-recession federal loan pro- 
gram for construction of community public 
works, including hospitals and medical schools, 
has passed the senate and gone to the house. 
During the debate, two important developments 
occurred: 1. The senate adopted an amendment 
by Senator Watkins (R., Utah) that would make 
non-profit as well as public hospitals eligible. 
2. It was explained that public medical schools 
also would be eligible. Money may be used for 
additions and renovations as well as new con- 
struction under this measure, the Community 
Facilities Act (S. 3497). 


INCREASE HILL-BURTON FOR 
NEXT YEAR TO $201 MILLION, 
AHA ASKS 


Tox NEED FOR MORE beds plus renovation 
of aging hospitals in urban areas justifies an ap- 
propriation of at least $201 million for the next 
fiscal year for the Hill-Burton program. This is 
the position of the American Hospital Associa- 
tion in a letter to Chairman Hill of the senate 
appropriations subcommittee on the department 
of HEW budget. The house voted the revised 
administration request for $121.2 million. AHA 
said that if necessary, Hill-Burton regulations 
should be changed to take care of the renova- 
tion program. The association also advocated the 
authorized amount for research be raised from 
$1.2 million to $3 million. 





MEDICINE 449 


be expected to remain a vital part of our health 
picture. As a result, continuation of the present 
high level of hospital construction is a sound in- 
vestment in the future. 


Senator Watkins told the senate that normally 
the non-profit hospitals find it more difficult to 
borrow money from private sources and are com- 
pelled to pay higher rates of interest than the 
public institutions. Note: money would be 
loaned under the act at 3% per cent and for up 
to 50 years. Senator Watkins said the amend- 
ment has the support of the American Hospital 
Association and the Utah State Hospital Associ- 
ation. 

As finally voted on, the Watkins amendment 
requires that any loan to a hospital, public or 
private or to any public health center, be certi- 
fied by the surgeon general of the public health 
service and the state Hill-Burton agency as in 
conformity with applicable Hill-Burton regula- 
tions. 

Other senate appropriation highlights: 

1. Surgeon General Burney declared that hos- 
pitals and health facilities must be geared to 
health problems of an aging population. The 
whole concept of institutional care is being sub- 
jected to searching scrutiny and re-evaluation. 


2. Extra funds for medical research voted by 
the house, according to Dr. Burney, should be 
used for added overhead costs of medical schools 
and others doing research. The house did not ac- 
cept the proposal to allow up to 25 per cent for 
overhead costs as against the present 15 per cent 
allowance. 


3. More funds could be used for public health 
training, as PHS seeks to offer opportunities for 
specialized training to encourage doctors to re- 
main with PHS. 








LARRICK EXPLAINS PROPOSAL 
FOR FOOD ADDITIVES CONTROL 


= HOUSE interstate committee's health 
subcommittee has under study the administra- 
tion’s bill to require pre-testing and appraisal 
of chemicals added to foods, after hearing Com- 
missioner Larrick of the food and drug adminis- 
tration explain the objectives. The measure 
would not apply to chemical additives that have 


long been in use without injurious effects, or to 
non-hazardous chemicals. Mr. Larrick gave these 
provisions, among others: 

1. The bill would require a manufacturer to 
first have a newly-proposed additive tested by 
“appropriate’ scientific means.” Resulting data 
would be submitted to FDA, with a request for 
regulations specifying conditions under which 
the chemical could be used safely in food. 

2. If found to be hazardous, the chemical 
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could be used only in safe amounts and only if 
it had functional value. 
3. Manufacturers could move for court action 


MORE DOCTORS IN SMALL 
COMMUNITIES 


( Sears-Roebuck Foundation Program ) 
Dermont Melick, M.D. 


| N THE MARCH 1958 issue of GP, American 
Academy of General Practice Medical Journal, 
there is an article on how Sears-Roebuck Foun- 
dation program manages to locate more doctors 
in small communities. 

In 1955, Sears-Roebuck Foundation became 
interested in the field of medical distribution. 
The foundation recognized there was a need for 
improving the distribution of physicians through- 
out the nation. At that time, the foundation 
asked for assistance from the American Medical 
Association and there was appointed a 17-mem- 
ber medical advisory board to the foundation. 
Until June 1957, the foundation offered a plan 
of financial assistance to the physician who es- 
tablished practices in areas of medical need. 

Recently the foundation developed a new 
medical assistance program. This program is to 
assist small communities, principally those with 
populations of 500 to 2,000, in getting a doctor. 
The foundations will help these communities ob- 
tain doctors by providing professional consulta- 
tion services on community organization and 
fund raising, by providing architectural plans 
for a modern medical center with which to at- 
tract the doctor, and by consolidating the efforts 
of the medical advisory board, the American 
Medical Association, the state medical society, 
and the foundation to assist the community in 
obtaining a physician. Communities participa- 
ting in this program will be thoroughly surveyed 
as to whether they can financially support a phy- 
sician or not. Under this new program, the phy- 
sical facilities are the property of the communi- 
ty and are made available to the doctor at nom- 
inal rental. 

The basic problem was attracting a physician 
to the community. Except for the fact that phy- 
sicians who went to the suburbs or rural com- 
munities did financially better than their city 
counterparts there was no attraction until the 
Sears-Roebuck Foundation planned a commun- 
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if the scientific review and other procedures fail 
to resolve a difference of opinion. 


ity medical center which can and does compete 
with city institutions and which gives the com- 
munity modern, up to date medical care. The 
building is designed to provide mainly outpa- 
tient medical care and it is not designed for ma- 
jor surgery. However it does provide for emer- 
gency services for accidents and possible ob- 
stetric cases. The equipment is completely mod- 
ern, enabling the physician to practice the qual- 
ity of medicine he was trained to practice. Most 
important, this facility will make of the com- 
munity a medical center for a rural trade area 
that will enable the community to compete with 
the city for the physician’s services. Basically it 
is a building that is functional, attractive, eco- 
nomical, easily constructed and adaptable to 
building materials likely to be found in certain 
localities. 

In the original article, three basic floor plans 
are given at a cost of $12,000, $18,000, and 
$25,000 respectively. The third floor plan for 
$25,00 is for a two-man unit of either two phy- 
sicians or one physician and one dentist. 

There is real opportunity for a doctor in a 
rural community and the problem of medical 
distribution is a challenge to all organized med- 
icine. The Sears-Roebuck Foundation desires to 
help meet this challenge, and feels it can best 
acomplish this by helping the community help 
itself. Any community now without a doctor 
that would like to have a survey, and is willing 
to help itself can obtain the foundation’s serv- 
ices by securing applications from local, state or 
national medical societies. Doctors interested in 
locating areas now participating in this program 
in building the above facilities can contact the 
American Academy of General Practice or the 
placement bureau of the American Medical 
Association for further information. 





CANCER CYTOLOGY SMEARS 
Slides evaluated by Ph.D. and M.D. cytolog’sts. 
24 Hour Service All Materials Furnished 
Further Information On Request 
DOCTORS’ CHEMISTRY SERVICE 
901 Sixth Street, Santa Monica, Calif. 
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HOSPITAL BENEFIT ASSURANCE 


HOME OFFICE: FIRST STREET AT WILLETTA - PHOENIX, ARIZONA - ALpine 8-4888 





MEDICAL DIRECTOR 
DUKE R.GASKINS, M.D. 


Dear Doctor: 


"A litle knowledge is a dangerous thing," so here at H.B.A. 
we are making every effort to keep abreast with the ever- 
changing picture of insurance medicine. 


I have just returned from New York where I attended a post- 
graduate study of insurance medicine conducted by the 
National Board of Insurance Medical Directors, of which I 
am a member. 


The Research Department of Insurance Medicine includes some 
of the most brilliant men in the medical profession, and 
the ever-changing picture of our insurance mortality tables 
are in the midst of a tremendous change. The control of 
acute infections with antibiotics has lowered our mortality 
statistics in that field, but they are in a turmoil as to 
what the oucome is going to be with the treatment of 
Hypertension under present-day hypotensive medication. 
Symptomatically, they are improved, but are the mortality 
statistics going to be altered? The about face attitude 
toward the hypertensive female past menopause, with no 
weight complications have been most interesting. 


Our school day honor system is coming back and the diabetic 
with a past history of well-planned medication and diet 
control is being looked upon by the insurance companies 
with much more favor. 


I would like to report that our new Preferred Surgical Plan 
which permits us to pay the doctor direct for hospital 
visits is enjoying tremendous success, as iS our new 
"Security Life Annuity," Six Pay-Twelve Year Endowment, 
which is a very attractive savings plan with special at- 
tractions for some of your sub-standard insurance risks. 
Please call us if we can be of service. 


Respectfully yours, 
HOSPITAL BENEFIT ASSURANCE 


buh, HY take 


Duke R. Gaskins, M.D. 
Medical Director 
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AMA ENDORSES ‘BRICKS-AND- 
MORTAR’ AID TO MEDICAL 
SCHOOLS 


A seznican MEDICAL Association has en- 
dorsed legislation for federal grants to help 
build and equip medical and dental schools, but 
has advised congress that it opposes any finan- 
cial incentive to increased enrollment that might 
tempt schools to accept more students than they 
could properly train. The association’s views 
were presented to Chairman Oren Harris (D., 
Ark.) of the house committee on interstate and 
foreign commerce, which has under considera- 
tion three bills on this subject. 

AMA General Manager Dr. F. J. L. Blasin- 
game’s letter made these suggestions regarding 
amendments: 

1. The association has no objection to grants 
greater than 50 per cent of the cost of a project, 
if there is no financial incentive to increased en- 
rollment. One bill (HR 7841) would limit the 
grant to 50 per cent, unless the school agreed to 
increase its freshmen enrollment by 5 per cent, 
in which case the school could receive up to two- 
thirds of the cost. 

2. A proposed advisory federal council should 
have six of its members “from among leading 
medical authorities and public members should 
include persons skilled in the broad aspects of 
engineering, education, finance and architec- 
ture.” 

3. The definition of “schools of medicine” 
should be changed to eliminate schools of oste- 
opathy from benefits. “Osteopathy is not a part 
of medicine, but rather is a cult, the tenets of 
which are based on unscientific principles . . .” 
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Regarding the broad issue of aid to medica! 
schools, Dr. Blasingame declared: 

“Generally, the American Medical Association 
is opposed to federal aid in those areas wher: 
private citizens and local communities are ca 
pable of providing for themselves. We believe 
federal aid to be a dangerous device because oi! 
the degree of control and regulation which must 
necessarily accompany federal funds. 

“We believe, however, that there is sufficient 
need for assistance in the expansion, construc- 
tion, and remodeling of the physical facilities of 
medical schools to justify a one-time expenditure 
of federal funds, on a matching basis, provided 
of course, that maximum freedom of the schools 
from federal control is assured.” 


Regarding the bonus for increasing enroll- 
ment, Dr. Blasingame states: 

“There are a number of features of HR 7841 
which in our opinion, if adopted, would be det- 
rimental to medical education. First, we are 
concerned that the bill would needlessly estab- 
lish a precedent for urging or inducing medical 
schools to increase their enrollment more rapid- 
ly than is justified by their facilities, personnel, 
and teaching material. 

“Without an analysis of each individual school, 
it is quite possible that a 5 per cent increase in 
freshmen enrollment at the present time would 
be detrimental to the quality of medical educa- 
tion or that such an increase in succeeding years 
would be unwise. We feel obligated to point out 
the dangerous principle which would be estab- 
lished, and to urge the committee to remove this 
unnecessary feature from the bill. We are cer- 
tain that schools capable of increasing enroll. 
ment will do so without prompting.” 





MEDICAL EDUCATORS URGE 
ACTION ON MEDICAL SCHOOL 
AID BILLS 


Leapinc MEDICAL educators spent two 
days before the health subcommittee of the 
house interstate committee this week to plead 
the case for federal matching grants for expan- 
sion and construction of medical schools’ teach- 
ing facilities. They were joined by two adminis- 
tration witnesses, Surgeon General Burney of 
the public health service, and Dr. Aims McGuin- 
ness, special assistant to Secretary Folsom. Their 
conclusion: Legislation would be in the national 


interest and of great benefit. 


Before the subcommittee, headed by Rep 
John Bell Williams (D., Miss.) are four bills: 
HR 6874 by Chairman Harris of the full commit- 
tee, and HR 6875 by ranking minority member 
Charles Wolverton, identical bills sponsored by 
the administration; HR 7841 by Rep. John Fo- 
garty (D., R.1.), which is indorsed by the AFL- 
CIO, and HR 11913 by Rep. Kenneth Roberts 
(D., Ala.). 

As the panel-type hearing progressed, a key 
point appeared to be the provision (Roberts and 
Fogarty bills) for allowing schools as much as 
two-thirds in federal funds if they increase 
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freshmen enrollment by 5 per cent. The Ameri- 
can Medical Association is opposed to this pro- 
vision. Other highlights: 

Dr. Hugh H. Hussey, dean-designate of 
Georgetown Medical School and AMA trustee — 
Medical schools have outgrown their facilities 
and the solution is one-time brick-and-mortar 
matching grants. Dr. Ward Darley, executive di- 
rector, American Association of Medical Col- 
leges — Each of the medical schools should be 
viewed as a national resource drawn upon by all 
the states, the armed forces and all parts of the 
economy. Dr. Wallace Sterling, president, Stan- 
ford University — Total money needed by the 
schools for new facilities is beyond the reach of 


Donald McLeod, M.D. 


] N RECENT YEARS, the American Medical 
Association has become vitally interested in the 
problem of mounting automobile accidents and 
injuries on the nation’s highways. Its board of 
trustees appointed a committee on medical as- 
pects of automobile injuries and deaths to in- 
vestigate the situation and work out possible so- 
lutions. 

A pamphlet, “Are You Fit To Drive?” has been 
developed by this committee in co-operation 
with the Center for Safety Education, Division 
of General Education, New York University. 

As mentioned in the opening pages, “You may 
think you are in good health” but “under certain 
circumstances it can be dangerous for you to be 
in the driver's seat!” This pamphlet cites a num- 
ber of conditions that should be taken into con- 
sideration before driving, such as emotional 
problems that may detract the driver, or the fact 
that certain medicines can interfere with driving 
skills. The booklet ends on the note that the doc- 
tor is the one to help answer the all-important 
question, “Am I fit to drive?” Copies have been 
furnished each component county medical soci- 
ety secretary for review. 

Commenting thereon, MacDonald Wood, 
M.D., chairman of the safety committee of this 
association, stated: 

“This is an outstanding educational aid to the 
entire present problem of motor vehicle acci- 
dents. This will provide not only education to 


the public, but also to the medical profession. 
This concise, illustrated booklet is the first step 
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private philanthropy or local taxation. Dr. Ver- 
non Lippard, dean, Yale Medical School — By 
1975 the U.S. will require another 2,000 gradu- 
ates a year compared with the present 7,000. 
Without prompt action, there will be a reduc- 
tion in physicians’ services, and a crash program 
later. 

Among other deans testifying were Drs. Ho- 
mer F. Marsh, University of Miami; Robert Ber- 
son, University of Alabama; John Deitrich, Cor- 
nell; E. L. Stebbins, Johns Hopkins, and Francis 
Herz, American Dental Association; Harry 
Lyons, University of Virginia Dental School, 
and C. V. Rault, Georgetown School of Den- 
tistry. 


toward educating the public and the medical 
profession of the desperate need of minimal 
standards of driver’s licensure. Through this 
means, more people can be made aware of the 
problems and will be willing to support legisla- 
tion when that time arrives. The availability and 
expense of the brochure should be determined 
and distributed to numerous organizations and 
agencies and as wide a coverage of the motoring 
public as possible.” 

Distribution of this pamphlet has now been 
arranged. Orders therefor may be directed to: 
Association of Casualty and Surety Companies, 
60 John Street, New York 38, N. Y., at a reduced 
rate of $4.60 per 100 copies regardless of quan- 
tity. Here is opportunity for the individual or 
group member(s) to render a further public 
service through wide distribution of this timely 
publication in the interest of highway safety. A 
limited number are available free for your re- 
view. Contact your central office, 826 Security 
Building, Phoenix, Ariz. 





WIKLE’S 


Specializing In 
OFFICE SUPPLIES 


22 East Monroe 
Alpine 8-1581 


Phoenix, Arizona 





















' 
' 
| 
i 
' 





Investigator 
after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


RESERPINE (0.5 mg./day) 


HYDRALAZINE 





{n “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 
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as simple as 7-2-3 


INITIATE THERAPY WITH 'DIURIL', ‘olurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE") this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


) ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
—~/ 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets ‘piurit' (chlorothiazide) ; bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co.. Inc. 


S$ 100th, more trouble-free management of hypertension with 'DIURIL' 
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13 ARIZONA HOSPITALS TO 
HAVE CANCER REGISTRIES 


Cancer REGISTRIES are being instituted in 
13 Arizona hospitals through the combined ef- 
forts of county medical societies, hospital man- 
agement, and the Arizona division of the Ameri- 
can Cancer Society. 

Each hospital participating in the cancer reg- 
istry program will set up a record-keeping sys- 
tem for cancer case histories. Subsequent analy- 
sis of these records will enable the hospitals and 
the medical profession to evaluate the quality of 
cancer care, measure the effectiveness of cancer 
control programs, and take any necessary steps 
for improvement. 

Perliminary organization for the registries was 
done by Lawrence Garfinkel and Abraham Rin- 
gel of the statistical research section, national 


THE ROLE OF THE MEDICAL 
PROFESSION IN EYE CARE* 


*Reprinted from the Cincinnati Journal of Medicine, March 1955 


Many PHYSICIANS are in doubt and have ex- 
pressed concern at the misunderstanding and 
confusion of the public regarding eye care. Very 
little attention has been given by medicine in the 
past to the subject of public education relating 
to medical eye care. 

The National Medical Foundation for Eye 
Care was organized by nationally recognized 
leaders in ophthalmology and is supported by 
American ophthalmologists for the purpose of 
gathering, studying and disseminating informa- 
tion to the medical profession and the public 
concerning the essentials of scientific eye care. 
The foundation will prepare literature and lec- 
tures for the public explaining the basic scien- 
tific standards of good medical eye care, the 
qualifications of ophthalmologists and the train- 
ing and functions of related technical personnel 
in the field of ocular therapy. 

It should be emphasized that it is not the pur- 
pose of the foundation to curtail the activities 
of licensed optometrists in the field of eye ex- 
amination for the purpose of prescribing and 
fitting glasses, either by legislation or publicity. 

It is unfortunate, however, that there should 
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headquarters, American Cancer Society. The 
two men spent several weeks in Ariozna recent- 
ly, meeting with hospital officials and count) 
medical societies. 

Hospital medical record librarians have been 
trained in the systems and procedures involved 
in compiling records for the register. Steps have 
been taken to recruit American Cancer Societ) 
volunteers who would be available to assist th« 
medical record librarians. 

Hospitals currently participating in the regis 
try program in Arizona are: 

Maricopa County: St. Joseph’s, Maricopa 
County, Memorial, Good Samaritan, Veterans 
Administration, St. Luke’s, John C. Lincoln and 
Southside in Mesa. 

Pima County: Pima County, St. Mary's, Tuc 
son Medical Center, and Tucson Veterans’ Ad 
ministration. 

Yuma County: The Yuma County Hospital. 


exist so much misunderstanding in the public 
mind concerning the terms ophthalmologist, opti 
cian, and optometrist. For a better understand 
ing of these terms the National Medical Foun 
dation for Eye Care published a pamphlet of 
definitions (free copies available upon request ) 
which is quoted as follows: 

An ophthalmologist is a physician — a Doctor 
of Medicine — who specializes in the care of 
the eye and all the related structures. He diag- 
noses and treats defects of focus, disorders of 
function, and all other diseases of the eye, pre- 
scribing whatever is required, including glasses 
He is often concerned, as a consultant member 
of the medical team, with diseases of other sys- 
tems of the body or general diseases which man- 
ifest themselves in the eyes — diabetes, toxemia 
of pregnancy, cancer, multiple sclerosis, tuber- 
culosis and other infections, hypertension, mus- 
cular dystrophy, brain tumor and heart disease, 
among others. Opthalmology is a branch of med- 
icine and the opthalmologist is an eye physician 
and usually also an eye surgeon. 

An ophthalmologist has first completed the 
full course of medical studies, received the de- 
gree of M.D., (Doctor of Medicine), served an 
internship in general medicine and surgery in an 
approved hospital, and has then taken special 
training in ophthalmology. Like the family phy- 
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sician, the ophthalmologist and all other medi- 
cal specialists are licensed to practice all branch- 
es of medicine and surgery. 

Oculist is a less commonly used name for 
ophthalmologist. 

An optician is a skilled technician, auxiliary 
to medicine, who supplies and fits glasses on 
the prescription of a phyiscian. He is trained to 
nake the necessary facial measurements; to for- 
nulate the specifications necessary, and to make 
the glasses or other appliances; and to adapt 
them to the patient, placing them properly in 
relation to the eyes. He supplies glasses or other 
appliances only on the doctor’s authorization. 

An optometrist is a person who has met cer- 
tain legal and educational requirements and 
is licensed by the state to engage in the prac- 
tice of optometry. He is not a physician or doc- 
tor of medicine. The word optometry comes 
from two Greek words — opto, meaning “eye” 
and meter, “measure.” The optometrist measures 
the focus of the eye for glasses. He is not quali- 
fied or permitted to use drugs for these tests 
or for any other purpose. He is not qualified or 
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permitted to diagnose or to treat ocular dis- 
ease. He may supply glasses on his own pre- 
scription. In most states he is also permitted, 
like the optician, to fill the ophthalmologist’s 
prescription for glasses. 

Early diagnosis in cases of defective vision 
is of the utmost importance if we are to achieve 
the ultimate objective — prevention of blindness. 
This can only be accomplished by helping the 
public and the medical profession to under- 
stand the basic professional and scientific 
standards of good eye care. 

Every child should have a medical eye ex- 
amination before starting school. This is just 
as important, and in our considered opinion 
more important, than the generally accepted 
dental examination, both, however, being abso- 
lutely essential for the child’s future welfare. 

Every adult after the age of 35 should have 
periodic medical eye examinations to rule out 
such blinding conditions as glaucoma (the great- 
est cause of blindness in middle age, occur- 
ring in 2 per cent of adults over the age of 40), 
retinal disease, cataracts, etc. 
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FEE CONTRACTS WITH VA 
YIELD TO SIMPLER PLAN 


Busmess relations between the veterans’ ad- 
ministration and state medical societies are made 
less formal, more flexible under terms of di- 
rectives signed recently by Dr. William S. 
Middleton, chief medical director. Circular 10-51 
does away with onerous job of negotiating “home 
town care” fee schedules each year with 55 states 
and other political subdivisions; substitutes a 
one-time letter of agreement for old year-to- 
year contract, decentralizes chores of adminis- 
tration. 

MAIN POINTS OF NEW SYSTEM OF FEE 

BASIS SERVICES TO VETERANS 

Aims and Purposes: 

The veterans’ administration directive on new 
policy and procedure in negotiation of schedules 
of medical fees lists these objectives: (1) Ad- 
vancement of close professional liaison at field 
station level; (2) simplification of dealings with 
state professional societies; (3) development 
of effective working relationships between VA 
medical personnel and members of constituent 
medical and osteopathic associations. 
Authorization: 

Under existing law, VA's chief medical officers 
in the several states “are authorized to con- 
sumate agreements with professional associa- 
tions, private or public organizations, or persons 
to provide essential medical and ancillary serv- 
ices of acceptable professional standards on a 
fee basis in behalf of eligible veterans under 
conditions specifically approved by the chief 
medical director.” 

Medical officers in the field are not em- 
powered, however, to effect agreements with 
individuals to render service on a full- or 
part-time basis wherein an employer-employe 
relationship would exist. For this, approval by 
central office in the nation’s capitol is neces- 
sary. 

General provisions: 

Beginning July 1, VA’s chief medical officers 
are authorized to develop and revise schedules 
of fees for medical services within their re- 
spective regional areas. Any upward adjustment 
of fees will be subject to approval by the chief 
medical director. 

“In lieu of formal contracts currently in effect 
to which fee schedules are attached, arrange- 
ments will be made by chief medical officers by 
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agreement with the constituent associations to 
develop a mutually acceptable schedule of fees 
which will apply in authorizing services for the 
fiscal year beginning July 1, 1958. It will be 
understood that such arrangements which con- 
stitute a basis of understanding involve no pay 
ments to the associations by the VA.” 

Authorizations will be issued direct to par 
ticipating physicians by the appropriate VA field 
office. Fee schedules will be executed on : 
standardized format furnished by VA. 

In any state, VA may negotiate fee schedules 
separately with the medical and osteopathic 
societies. If an osteopathic association concurs 
in a schedule agreed to by the medical society 
in same state, a single-schedule plan will be 
adopted for joint use. “In the interest of uni- 
formity,” says the directive, “central office de 
sires to encourage this approach to the fullest 
extent possible.” 

In states having two or more VA chief medica! 
officers, those attached to the following regional 
offices will be responsible for carrying out ne- 
gotiations with professional groups; California, 
San Francisco (osteopathic only, medical un- 
decided); Louisiana, New Orleans; Missouri, 
St. Louis; New York, N.Y.C. (osteopathic only); 
Ohio, Cleveland; Pennsylvania, Philadelphia; 
Texas, Dallas. 


Fee Schedules: 
“All fee schedules, negotiated on the standard- 


ized format, will be uniform with respect to 
numerical codes and descriptions of services 
listed therein. The content of the schedule will 
reflect those services generally authorized by 
field stations in the regional area and required 
by participating physicians to provide appropri- 
ate care and treatment to veterans. 

“New items of service not previously listed 
in the schedule and for which there is a sus- 
tained demand may be introduced into the 
schedule as required at the option of the chief 
medical officer or the professional association. 

“In the future, adjustments to fees listed in 
the schedule may be proposed. If increased al- 
lowances are solicited by the professional as- 
sociation, the proposal with supporting justi- 
fication will be transmitted by that organization 
to the field station of jurisdiction prior to Jan 
1 of each year. . . . Those proposed adjustments 
which are approved by the chief medical direc- 
tor will become effective at the beginning of 
the next fiscal year.” 
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Negotiations: 

To date, a dozen or more state medical socie- 
ties have signed letters of agreement and ap- 
proved fee schedules. Heretofore 15 states have 
had no contracts with VA and it is with reference 
to them that the new directive states: “In those 
regional areas where formal agreements are 
not in force . . . chief medical officers will con- 
tact these organizations upon receipt of this 
circular to determine whether or not the associ- 
ution desires to arrange for a negotiated sched- 
ule.” 


Distribution: 

“Copies of approved fee schedules will be 
reproduced locally by the field station of juris- 
diction. Distribution will be made to each active 
participating physician, all VA hospitals within 
the regional area, other interested VA installa- 
tions, the professional association and _ the 
ACMD-operations, central office. 

“Where negotiated fee schedules have not 
been established covering operations in fiscal 
year 1959, Appendix A will govern fee al- 


FOGARTY FAVORS CUSTODIAL CARE 
CHANGE IN HILL-BURTON LAW 


W HEN it comes time to extend the Hill-Burton 
hospital construction law, Rep. John Fogarty 
(D., R. I.), chairman of.the subcommittee on 
the HEW budget, would like to see it provide 
for construction of custodial facilities for the 
aged. Hill-Burton Act expires in June 1959, but 
this congress is expected to extend it. The Rhode 
Island congressman also favors enlarging the 
staffs dealing with problems of the aged. 

These views were expressed during his ap- 
pearance before a house education and labor 
subcommittee on HR 9822. This is Mr. Fogarty’s 
plan for grants to the states to help them sponsor 
state conferences on the aging, leading up to 
a White House conference on aging. His origi- 
nal idea was that the states would hold their 
meetings this year and the President would call 
the national conference before the close of 1958. 
However, states want more time to plan, and 
Mr. Fogarty has suggested the White House 
meeting be held off until the spring of 1960. 
Other congressmen appeared in support of bills 
on the aging, most of which would set up new 
bureaus or offices in HEW. 
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lowances. Chief medical officers are responsible 
for reproducing and distributing copies of the 
appendix to each participating physician within 
the regional area.” 

Accreditation: 

“Physicians already certified to the VA under 
terms of existing contracts with professional or- 
ganizations as meeting eligibility criteria, i.e., 
U. S. citizenship and licensure to practice in 
the state, may continue to be utilized subsequent 
to July 1, 1958, without the need for redesigna- 
tion. Member physicians in the intermediary 
states will continue to be utilized in accordance 
with contract provisions whereby listings of 
eligible physicians who have elected to render 
service through the contractor are submitted to 
the VA field station of jurisdiction. 

“All physicians not covered in the foregoing 
subparagraph desiring to participate in the VA 
medical program on a fee basis for the first 
time following the beginning of fiscal year 1959, 
will be appointed pursuant to the provisions of 
paragraph 2.13, DM&S supplement, Part II, 
MP-5.” 


PHS WORKING ON ‘PROGRESSIVE 


CARE’ PROGRAM FOR HOSPITALS 


Tae PUBLIC health service hopes to have 
available by fall a report that will serve as a 
guide for the nation’s hospitals interested in a 
new concept of patient care in hospitals. De- 
scribed by one PHS official as a “radical de- 
parture” from the present organization of patient 
service, the program is known as “progressive 
medical care.” According ‘to Dr. Jack C. Halde- 
man, deputy chief of the PHS division of hos- 
pital and medical facilities, there would be five 
types of programs patterned to fit the needs of 
the individual patient as he progressed in his 
illness — intensive care, intermediate care, self 
care, long-term care and home care. 

“As the patient progresses and no longer 
requires intensive type therapy, he is moved 
to an intermediate care type of ward which 
does not have to be equipped for the really 
life-saving measures, where the need of this type 
of patient can be better met. As they recover 
further and can do things for themselves . . . they 
can be put in a self-care unit. . . . Also there 
would be an adjoining unit for long-term care 
patients. .. .” 
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REGULATION, STATE BOARD OF 
PHARMACY 


Tux ARIZONA State Board of Pharmacy at a 
meeting in Phoenix, Ariz., on Jan. 14, 1958, 
adopted the following regulation: 


Section II-6: Drugs, medicines, sick-room 


UNIVERSITY OF ARIZONA 


BIBLIOGRAPHY OF SCIENTIFIC 
PUBLICATIONS 
in the 
FIELDS OF HEALTH* 


BANG, Haakon, Ph.D., Dean Emeritus, Col- 
lege of Pharmacy. Synthesis of Iodosulfopheny- 
lazo and Iodocarboxyphenylazo Derivatives of 
1-Amino-8-Napthol-2, 4-Disulfonic Acid. Journal 
of American Pharmaceutical Association, Scien- 
tific Edition 1947, 36:76. 

BANG, Haakon, and C. J. Klemme. Synthesis 
of Iodosulfophenylazo Derivatives of Naphthol 
and Naphthylamine Sulfonic Acids. Journal of 
Organic Chemistry, 1944, 9:254. 

BANG, Haakon, and Charles F. Martin. 
Synthesis of Tetraiodinated Congo Red. Journal 
of American Pharmaceutical Association, Scien- 
tific Edition, 1948, 37-102. 

BANG, Haakon, and Su Ming Wang. Chroma- 
tographic Analysis of Kennewick Washington 
Peppermint Oil. Journal of American Pharma- 
ceutical Association, Scientific Edition, 1951, 
41:113. 

BANG, Haakon, H. Virginia Gilliland, and 
K. L. Kaufman. Study of the Assays of Powdered 
Extracts of Certain Solanaceous Drugs. Journal 
of American Pharmaceutical Association, Scien- 
tific Edition’ 1943, 32:236. 

BANG, Haakon, C. O. Lee, and F. J. Leblanc. 
Solution of Ferric Chloride Easily Prepared. 
Journal of American Pharmaceutical Association, 
1938, 27:40. 

BETHMAN, William, M.S., Assistant in Phar- 
macy. A Study of the Synthesis, Antimucotic 
Action and Toxicity of Diiodo-para-aminosa- 
licylic Acid. Master’s Thesis, University of Ari- 
zona, 1952. 

BREWER, Willis R., Ph.D., Dean of the Col- 
lege of Pharmacy. A Histological Study of Coc- 
*A bibliography of Scientific Publications in the Fields of Health 


at both the University of Arizona and the State College at Tempe 
will be a continued listing in Arizona Medicine. 
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supplies, and items of personal hygiene, ex- 
cept in the original unopened containers, shal! 
not be accepted for return or exchange by any 
pharmacist or pharmacy after such drugs, medi- 
cines, sick-room supplies, or items of personal 
hygiene have been taken from the premises 
where sold. 


culus Indicus. Pharmaceutical Archives, 1943, 
14:49. 

An Investigation of the Aklaloidal Content 
of Some Ohio Grown Solanaceous Plants; Ab- 
stracts of Doctoral Dissertations. Ohio State 
University Press. 1949, 56:187. 

Belladonna from the Phyto Chemical View- 
point. Annual Proceedings, Teachers Seminar of 
the A.A.C.P., 1953. 

Medicinal Plants in Utah. Pharmic Ute, Uni- 
versity of Utah College of Pharmacy, 1949, 1:10. 

BREWER, and L. D. Hiner. Cultivation 
Studies of the Solanaceous Drugs — I. Post Har- 
vest Alkaloid Movement in Belladonna and 
Datura Species. American Pharmaceutical As- 
sociation Journal, Scientific Edition, 1949, 
38:541. 

Cultivation Studies of the Solanaceous Drugs 
— II. The effect of Nutritional and Soil Reaction 
Fertilizers on the Production Yields and Total 
Alkaloidal Content of Atropa Belladonna and 
Hyoscyamus Niger. American Pharmaceutical 
Association Journal, Scientific Edition, 1950, 
39:586. 

Cultivation Studies of the Solanaceous Drugs 
— III. Alkaloidal Content of Mature and Im- 
mature Belladonna Leaves. American Pharma- 
ceutical Association Journal, Scientific Edition, 
1950, 39:638. 

Cultivation Studies of the Solanaceous Drugs 
— IV. Time and Space in Solanaceous Culture. 
American Pharmaceutical Association Journal, 
Scientific Edition, 1950, 39:639. 

BREWER, Willis R., and Alex Laurie. Culture 
Studies of Atropa Belladonna. Chemurgic Di- 
gest, 1944, 3:65. 

BREWER, Willis R., Alex Laurie, and E. N. 
Stillings. Medicinal Plant Culture in Ohio. Ohio 
Agricultural Experiment Station Bulletin 677, 
October 1948. 

BREWER, Willis R., and William Luopa, Jr. 
Cultivation Studies of the Solanaceous Drugs — 
V. Note on a Method for Increasing the Growth 
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of Hyoscyamus Niger. American Pharmaceutical 
Association Journal, Scientific Edition, 1952, 
11:47. 

BREWER, Willis R., J. Martin, and W. R. 
Byrum. An Investigation of the Alkaloidal Con- 
tent of Native Arizona Stramonium. Arizona 
Pharmacist, 1950, 29:10. 

BURTON, Lloyd E., MS., Instructor in 
Pharmacy. A Toxicological Study of the Medi- 
inal Plant, Cacalia decomposita. Master's 
Thesis, University of Arizona, 1954. 

CALDWELL, Mary E., Ph.D., Professor of 
Pharmacology and Research Pharmacologist. 
Studies on Dissociation of Certain Paratyphoid 
Bacilli: Role of Variants in Precipitation of 
Calcium Sulphite. Proceedings of Society Ex- 
perimental Biology and Medicine, 1932, 30:132. 

CALDWELL, Mary E., Ph.D., Studies on 
Dissociation of Certain Paratyphoid Bacilli. 
journal of Bacteriology, 1943, 27-121. 

Viability of Mycobacterium Tuberculosis in a 
Semi-Arid Environment. Journal of Infectious 
Diseases, 1925, 37:465. 

CALDWELL, Mary E., E. O. Jordan, and 


Dorothy Reiter. Bacterial Motility. Journal of 
Bacteriology, 1934, 27:165. 

CALDWELL, Mary E., and Dwight Ryerson. 
Salmonellosis in Certain Reptiles. Journal of 
Infectious Diseases, 1939, 65:242. 


CARRUTH, Laurence A., Ph.D., Professor of 
Entomology and Head of the Department. 

CARRUTH, Laurence R., L. Hopkins, and 
I. K. Abu Yaman. Flavor Evaluation and Resi- 
dues Analysis of Malathion-Treated Lettuce. 
Journal of Economic Entomology, 1955, 48:151. 


CHILDS, Richard F., M.S., Instructor in 
Pharmacy. Assay for Salicylic Acid Collodion. 
The Pharmacopeia of the United States of 
America, Revision XV, 1955, page 624. 


CHILDS, Richard R., and Lloyd M. Parks. 
Determination of Hexacholorphene in Liquid 
Soaps. Journal of the American Pharmaceutical 
Association, Scientific Edition, 1956, 45:313. 


CHILDS, Richard F., and Albert L. Picchioni. 
A Note on the New Versatile Photoelectric Cell 
Drop Counter. To be published in Journal of 
the American Pharmaceutical Association, Scien- 
tific Edition, 1958. 

CHIN, Lincoln, M.S., Assistant in Pharmacy. 
A study of the Antituberculosis and Pharma- 
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cological Action of Some Substituted Pyridine 
and Piperidine Compounds. Master’s Thesis, 
University of Arizona, 1954. 


COLE, Jack R., Ph.D., Assistant Professor of 
Pharmacy, and O. Gisvold. A _ Preliminary 
Phytochemical Investigation of Digitalis Lutea 
First Year Growth. To be published in Journal 
of American Pharmaceutical Association, Scien- 
tific Edition, 1958. 


DOTSON, Jay C., M.S., Assistant Professor 
of Mining and Metallurgy, R. F. Bruzewski, and 
J. D. Forrester. Tunnel Rehabilitation, Methods 
and Equipment. A classified report, Vol. I and II, 
prepared for the Department of the Army, En- 
gineer Research and Development Laboratories, 
The Engineer Center and Fort Belvoir, Fort 
Belvoir, Va. 


ERLING, Homer G., B.S., Assistant in Animal 
Pathology, V. Morse Erskine, and B. A. 
Beach. I. Bacteriological Aspects of Ex- 
perimental Brucellosis in Dogs Following Oral 
Exposure. II. Effects of Feeding Brucellosis In- 
fected Milk to Young Dogs. American Journal 
of Veterinary Research, 1951, 3:324. 


ERWIN, Eugene S., Ph.D., Assistant Pro- 
fessor Animal Science; Assistant Animal Scien- 
tist, and R. R. Diven. The Utilization of Vitamin 
A and Carotene by Normal and Deficient Sheep. 
Proceedings, Society Experimental Biology and 
Medicine, 1958. 

ERWIN, Eugene S., 1. A. Dyer, T. O. Meyer, 
and K. W. Scott. Uses of the Aspiration Biopsy 
Technique. Journal of Animal Science, 1956, 
15:428. 

ERWIN, Eugene S., C. J. Elam, and IL. A. 
Dyer. Vitamin A-Carotene Deficiency Affects 
Serum Protein and Utilization of Carotene by 
Steers. Science, 1957, 126:702. 


ERWIN, Eugene S., and B. H. Schneider. Ef- 
fects of Aureomycin on the Biological Value of 
Protein and Digestibility of Fat. Science Paper 
No. 1241, Washington Agricultural Experiment 
Station, Pullman, Wash., 1952. 

Unidentified Factors for Reproduction and 
Lactation. Science Paper No. 1117, Washington 
Agricultural Experiment Station, Pullman, Wash., 
1953. 


ERWIN, Eugene S., T. R. Varnell, and C. B. 
Boubicek. The Influence of Previous Carotene 
Intakes on the Biological Value of Carotene in 
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the Bovine. Journal of Animal Science, 1957, 
16: 1022. 

EVENSON, Adelaide E., Ph.D., Assistant 
Professor of Bacteriology. Cecal Flora of White 
Rats on a Purified Diet and Its Modification by 
Succinyl-sulfathiazole. Journal of Bacteriology, 
1946, 51:513. 


THE AMERICAN PHYSICIAN AND 
THE WORLD MEDICAL 
ASSOCIATION 


Tex WORLD Medical Association is protect- 
ing the professional interests of the medical pro- 
fession and promoting the cause of world peace. 


Now in its llth year, the World Medical 
Association is a federation of the most repre- 
sentative national medical associations in 53 
nations, representing more than 700,000 phy- 
sicians. The American Medical Association is a 
leading member of WMA. 

Doctors of medicine everywhere cherish the 
same ideals of conduct and the same devotion 
to human welfare. The World Medical Associ- 
ation cultivates the common purposes of the 
profession and is a source of strength to phy- 
sicians in every land. 

Already, by solid accomplishments, the World 
Medical Association has earned the right to 
call itself “the international voice of organized 
medicine.” Thanks largely to the United States 
committee and similar supporting committees 
of physicians in other leading nations, the World 
Medical Association has a well-tried constitu- 
tional structure, a small but efficient secretariat, 
and a trilingual journal of growing influence. 
The permanent office of the secretariat, serving 
both the association and the United States com- 
mittee, is located in the United States. 


In 1955, the United States committee reached 
its first important milestone: a membership of 
5,000 American physicians. 

Even with this modest membership, repre- 
senting scarcely 3 per cent of American medi- 
cine, important achievements have been regis- 
tered, many of which would have been impos- 
sible if the American pharmaceutical and related 
industries had not consistently matched the 
financial support given the United States com- 
mittee by its physician members. 

In 1956, 128 members of the committee at- 
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Tularemia Diagnosed by Routine Blood Cul 
ture. Journal of Laboratory and Clinical Medi 
cine, 1937, 22:346. 

Use of Sulfasuxidine, Streptothricin and Strep 
tomycin in Nutritional Studies with the Chick 
Journal of Biological Chemistry, 1946, 165:437. 

(To be continued in the July issue 


tended the 10th general assembly in Havana as 
official observers. There is unique inspiration 
and enjoyment in meeting our collagues fron 
many lands, and in helping to formulate pro 
grams for the good of the profession and the 
welfare of the world. 

The World Medical Association provides 
traveling physicians with introductions to col 
leagues in other countries, arranges speaking 
engagements for them abroad, and acquaints 
them with visiting doctors from other countries 
The World Medical Journal is sent to members 
of all national supporting committees. 

In 1953, the World Medical Association spon- 
sored the first world conference on medical edu 
cation, held in London. A second world con 
ference on medical education is planned foi 
1959, to be held in the United States. 


Two other World Medical Association ac- 
complishments that have strengthened its solli- 
darity throughout the world were the promulga- 
tion in 1948 of the Declaration of Geneva, com- 
prising a modern re-statement of the Hippocratic 
Oath, and the adoption in 1949 of an interna- 
tional code of medical ethics. 


The activities of the World Medical Associa- 
tion in the field of social security are of par- 
ticular interest to American physicians. They 
have revealed unmistakably the physician’s uni- 
versal need for freedom from third-party inter- 
ference with the practice of medicine. These 
activities fortify and inspire the efforts of Ameri- 
can medicine to solve our socio-economic prob- 
lems by voluntary methods. 


On the international stage, WMA has en- 
deavored to counter efforts of the International 
Social Security Association and the International 
Labor Organization to promote state medicine 
under social security programs. The World Med- 
ical Association has earned the respect of the 
International Labor Organization for its defense 
of the interests of medicine against the Inter- 
national Labor Organization convention for med- 
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ical socialization in 1952. Now WMA is attempt- 
ing to wrest from the International Labor Or- 
ganization the recognized world leadership in 
occupational medicine. 

The World Medical Association is working to 
protect medical research and to safeguard the 
national pharmacopoeias and the rights of in- 
dividuals discovering new drugs and agents to 
vame them. 

The World Medical Association has repre- 
ented the profession in relation to the World 
Health Organization — the official health agency 
of the United Nations. In the face of an at- 
tempt by various non-medical agencies to draft 
in international code of medical law, WMA has 
insisted that such a code be based upon ethical 
principles acceptable to the profession. 

WMaA is now developing two new projects of 
direct benefit to the profession. The first is to 
establish a central repository for medical records 
in which physicians everywhere in the world 
may deposit identification papers and copies 
of their educational and legal credentials. Past 
wars and natural disasters have spotlighted the 
need for such a safe repository. 

Another new project is to get universal ac- 
ceptance of an international emblem for phy- 


CATASTROPHIC INSURANCE UP 
20-FOLD, FOLSOM TESTIFIES 


CCORDING to Secretary Folsom, major medi- 
cal insurance coverage has increased almost 20- 
fold in five years. He told a house appropria- 
tions subcommittee, in testimony just released, 
that 700,000 persons had such coverage in 1952, 
but that by 1957 the total had reached an esti- 
mated 13 million. “We still are putting our 
emphasis on the voluntary programs,” he said, 
“but the only thing I can report is progress.” 
Chairman Fogarty commented: “I think we 
could do more in this field than we are doing.” 
Other developments in the testimony: 


INCOME OF RUSSIAN DOCTORS 


Senator Thye (R., Minn.), quoting reports 
received by him from an engineering professor 
who visited Russia, says in the Congressional 
Record that the medical doctor or attorney in 
that country can expect to earn the equivalent 
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sicians and their fellow workers in medical civil 
defense services. The Red Cross — whose em- 
blem can identify and protect medical services 
only if they are part of the military — has co- 
operated with WMA in this project. 

For all these activities, and for many more, 
additional funds are needed. Each new member 
not only contributes his nominal membership 
dues, but he lends his influence to the program 
of the World Medical Association and its United 
States committee. 

America’s world leadership challenges Ameri- 
ca’s physicians to make the United States com- 
mittee a truly representative body of American 
physicians. 

Every physician in the U. S. A. is eligible for 
membership in the United States committee. 
Annual membership dues are $10. Many of our 
members regularly make contributions to the 
U. S. committee, in addition to their dues. Such 
contributions are tax deductible. 

As the international voice of organized medi- 
cine, the World Medical Association is speaking 
for you. It is seeking to promote and protect 
your interests. You are urgently invited to join 
the United States committee, and to participate 
in its work. 

1. Greater use of co-insurance would help 
keep down hospitaliation costs, in the opinion 
of Mr. Fogarty. “They could reduce the rates 
were the person to pay for the first day or two, 
rather than have the plan pay for the entire 
costs from the very beginning.” Secretary Fol- 
som agreed that with a deductible feature “there 
would be a dropping off in the proportion of 
those in hospitals who should not be there.” 

2. The secretary said more money should be 
spent on nursing homes for the aged and chronic 
disease hospitals, because they cost less to build 
and operate than regular hospitals, but that 
communities were slow to take advantage of 
Hill-Burton funds offered them for such in- 
stitutions. 


of between $325 and $450 per month, while a 
university professor will be getting $1,500 to 
$2,750 plus such extra benefits as autos at no 
cost. Experienced engineers are paid about what 
doctors are, high school teachers $300 to $325, 
common labor about $125. Ordinary living costs 
in Russia are reflected in the price of shoes: 
ordinary, $25; good quality, $75 to $100. 
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“SOLDIERS IN WHITE” 


Ton LIFE story of an army medical officer 
who came to be regarded as America’s greatest 
bacteriologist is soon to appear in book stores 
and libraries, according to announcement by 
Duke University Press. 

“Soldiers in White,” the life of Gen. George 
Miller Sternberg, is expected to be published 
in June. Its author is John M. Gibson, of the 
North Carolina State Board of Health, Raleigh. 
Mr. Gibson is also author of “Physician to the 
World,” the life of Gen. William C. Gorgas, 
published by Duke University Press in 1950, 
and contributor to a number of national maga- 
zines. 

General Sternberg, a native of upstate New 
York, was graduated from the College of Phy- 
sicians and Surgeons of Columbia University. 
He joined the Union army as a medical officer 
at the outbreak of the Civil War, was captured 
after the battle of Bull Run when he refused 


WMA— THE INTERNATIONAL 
VOICE OF ORGANIZED MEDICINE 
—IS SPEAKING FOR YOU 


i WORLD Medical Association is the only 
world-wide non-governmental association dedi- 
cated to free enterprise in medicine. 

Membership in the United States committee 
of the World Medical Association will bring 
you the opportunity to: 

Protect and promote the freedoms essential 
to good medical practice. 

Raise the standards of medical service and 
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to leave the battlefield in order to treat the 
wounded of both armies, escaped from a prisonei 
of war camp and rejoined his outfit in Wash 
ington, serving with it throughout the war 
Remaining in the army after the war, he took 
part in numerous campaigns against the In 
dians and devoted as much spare time as pos 
sible to medical research. He was one of the 
first, if not the first, to demonstrate the tuberck 
bacillus in this country after its discovery by 
Koch in Germany and pioneered in many othe: 
fields of medical discovery. As surgeon genera! 
of the army during the Spanish-American war 
he carried on the task of protecting the health 
of American soldiers under extremely difficult 
circumstances. Long interested in yellow feve: 
research, he sent Walter Reed and the other 
members of the yellow fever commission to 
Havana after the war to carry on the research 
which resulted in the identification of the Stego- 
myia mosquito as the vector of that disease. 
General Sternberg was elected president of the 
American Medical Association in 1897. 
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SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 


CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 


mucosa. 
Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 
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DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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NEW DATA ON FREQUENCY OF 
PHYSICIAN VISITS 


A NATIONAL health survey report published 
by the U. S. public health service reveals a 
wealth of statistics, many of them quite interest- 
ing, on the place, time and wherefore of calls 
upon doctors. The information came from per- 
sonal interviews conducted in some 9,000 house- 
holds in all parts of the country, covering about 
28,500 men, women and children of different 
economic and social strata. A few of the find- 
ings: 

It is estimated that there were 199 million 
physician visits in the U. S. between July 1 and 
Sept. 29, 1957. This is at annual rate of 4.8 
visits per year. For males, of all ages, the rate 
is 3.9 and for females, 5.5. 

Two-thirds of all visits were in the phy- 
sician’s office. Only 8 per cent were in the home; 
13 per cent were in the hospital, and most of 
remainder were telephone consultations. 


ACADEMY OF GENERAL PRACTICE 
ANNOUNCES NEW OFFICERS 


Officers: 

President, Holland T. Jackson, M.D., Medi- 
cal Arts Building, Fort Worth, Texas; vice presi- 
dent, Charles C. Cooper, M.D., 332 Hamm 
Building, St. Paul, Minn.; president-elect, Fount 
Richardson, M.D., 316 W. Dickson, Fayetville, 
Ark.; chairman of the board, John G. Walsh, 
M.D., 2901 Capitol Ave., Sacramento, Calif.; 
treasurer, Albert E. Ritt, M.D., 490 N. Snelling 
Ave., St. Paul, Minn.; executive director and 
general counsel, Mac F. Cahal, J.D., Volker 
Boulevard at Brookside, Kansas City, Mo.; 
speaker of the congress of delegates, James D. 
Murphy, M.D., 1556 W. Magnolia, Fort Worth, 
Texas., vice speaker of the congress of delegates, 
Horace W. Eshbach, M.D., 4450 State Rd., 
Drexel Hill, Pa. 

Directors: 

James M. Perkins, M.D., (Term expires 1961), 
227 16th St., Denver, Colo.; Paul S. Read, M.D., 
(Term expires 1961), 2415 Fort St., Omaha, Neb.; 
John Paul Lindsay, M.D., (Term expires 1951), 
5207 Harding Rd., Nashville, Tenn.; Norman R. 
Booher, M.D., (Term expires 1960), 447 E. 38th 
St., Indianapolis, Ind.; M. C. Wiginton, M.D., 
(Term expires 1960), 310 W. Thomas St., Ham- 
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mond, La.; Mary E. Johnston, M.D., (Term ex 
pires 1960), Tazewell, Va.; John G. Walsh, M.D. 
(Term expires 1959), 2901 Capitol Ave., Sacra 
mento, Calif.; Carleton R. Smith, M.D., (Tern 
expires 1959), 1101 Main St., Peoria, Ill; Floy« 
C. Bratt, M.D., (Term expires 1959), 833 Soutl 
Ave., Rochester, N. Y., and Malcom E. Phelps 
M.D., (ex-officio), 203 S. Macomb, El Reno 
Okla. 
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€ future Meetings 


12th ANNUAL ROCKY MOUNTAIN 
CANCER CONFERENCE 


Denver, July 9, 10, 1958 
835 Republic Building @ Denver 2, Colo. 
PRELIMINARY PROGRAM 


WEDNESDAY, JULY 9 
Jorning Session: 

Symposium — Lumps and Bumps. Participat- 
ing physicians: R. H. Chamberlain, radiologist, 
Philadelphia; Ian G. MacDonald, surgeon, Los 
\ngeles; Henry Rappaport, pathologist, Chicago, 
and Robert J. Samp, surgeon, Madison, Wis. 
Voon: 

Round table discussion. 

\fternoon Session: 

Hugh J. Jewett, urologist, Baltimore, “Car- 
cinoma of the Bladder: Problems in Manage- 
ment.” 

Norman F. Miller, Ob-Gyn, Ann Arbor, Mich., 
“Carcinoma of the Endometrium.” 

William A. Altemeier, surgeon, Cincinnati, 
“Carcinoma of the Biliary Tract.” 

David A. Karnofsky, internist, New York, 
“Cancer Chemotherapy: Drugs Available and 
Indications of Therapy.” 

Evening: 

Social hour and banquet. Speaker, Dr. William 
H. Alexander, sponsored by General Motors, 
“The Power To Become.” 


THURSDAY, JULY 10 
Morning Session: 

Symposium — Optimistic Palliation of Incur- 
able Cancer. Participating physicians: R. H. 
Chamberlain, Norman Miller, Hugh J. Jewett, 
David A. Karnofsky, and William A. Altemeier. 
Noon: 

Round table discussion. 

Afternoon Session: 

Ian G. MacDonald, “Biological Considerations 
in Treatment of Mammary Carcinoma.” 

Henry Rappaport, “Myeloproliferative Dis- 
eases.” 

Robert J. Samp, “Cancer Control Obstacles: 
The Frightened, The Evasive, and The Difficult- 
to-Reach Patient and Public.” 

ALEXIS E. LUBCHENCO, M.D. 


Chairman 


Headquarters @ Shirley-Savoy Hotel 
Sponsored by the Colorado State Medical Society and the Colo- 
rado Division of the American Cancer Society 
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UNIVERSITY OF COLORADO 


MEDICAL CENTER 
FUTURE POSTGRADUATE COURSES 


Ophthalmology, July 21-24, 1958. 
Seventh annual Western cardiac conference, 


Aug. 11-16, 1958. 
Athletic injuries, Aug. 25-27, 1958. 
Pediatrics, Sept. 4-9, 1958. 
General practice review, Jan. 19-24, 1959. 
SUMMER CLASSES — UNIVERSITY 


OF CALIFORNIA AT LOS ANGELES 
June 16-18 — 15 hrs. — Techniques of Hypnosis 


(enrollment limited). Small group instruction. 

June 18-20 — 15 hrs. — Advanced Techniques 
and Application of Hypnosis (enrollment 
limited ). Demonstration on patients. 

June 27 and 28 — 12 hrs. — Dissection of the 
Thorax, Abdomen and Pelvis (enrollment 
limited to 32; four students to a cadaver). 

July 17-19 — 18 hrs. — Obstetrics and Gyne- 
cology. 

July 28-Aug. 1 — 40 hrs. — Techniques of 
Surgery (enrollment limited to 14). 

Aug. 20-24 — 16 hrs. — Internal Medicine 
(enrollment limited). To be held from Wednes- 
day afternoon through Sunday morning at the 
University of California Residential Conference 
Center at Lake Arrowhead. 

Aug. 27-29 — 18 hrs. Anesthesiology. 


For detailed program please write: Medical Extension, Uni- 
versity of California Medical Center, Los Angeles 24, Calif., or 
telephone GRanite 8-9711 or BRadshaw 2-8911, extension 7114. 


CONFERENCE ON MENTAL HEALTH 


Tn DATE for the Fifth Annual Conference 
of Mental Health Representatives of the State 
Medical Associations sponsored by the Ameri- 
can Medical Association’s Council on Mental 
Health has been set for Nov. 21 and 22, 1958, 
at the Drake Hotel, Chicago. 

The conference will start with registration at 
9:15 a.m. on Nov. 21, and a first plenary session 
at 10 a.m. It will then break up into discussion 
groups for a morning session and a second group 
discussion period for the afternoon of Nov. 21, 
and will terminate about 12 noon on Nov. 22. 

The group discussion topics selected for this 
year are as follows: 

1. Emotional block versus brain damage in 
the diagnostic categories of mental retardation 
or mental deficiency in school children. 
2. Communicability of mental disorders. 
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3. Education for psychiatric medicine. 
4. The joint commission on mental illness and 


OTOLARYNGOLOGY — UNIVERSITY 
OF ILLINOIS 

Tae DEPARTMENT of Otolaryngology, Uni- 

versity of Illinois College of Medicine, announces 

its annual assembly in otolaryngology from Sept. 

29 through Oct. 5, 1958. The assembly will con- 

sist of an intensive series of lectures and panels 


CHARITY — KINDNESS 


Docrons ought to quit calling “charity cases” 
by that name. Instead, they ought to call them 
kindness cases — and make it perfectly clear that 
such service implies an obligation. Every patient 
thus served should be made to understand that 
he is expected to pay for it — not with money — 
but by means of a comparable kindness, done 
in his own way for somebody else. 

Charity inflicted on one who is financially 
unable to defend himself often does more harm 
than good. However tactfully done, it robs a 
person of some of his self-respect, makes him feel 
inferior. But if you do what you do for him 
as a kindness and let him pay for it in similar 
terms, you give him a chance to hold his head 
higher. And you feel a lot different about the 
matter yourself. Robins Reader 


FDA SEIZES MEDICAL DEVICES 


I OOD and drug administration has made a 
roundup of six medical devices it describes as 
worthless. Two were cabinets wired for low 
voltage electric circuits and set up with elabor- 
ate dials and controls. Seized in the office of 
an operator who had both medical and chiro- 
practic degrees, the devices were said to help 
in “body areas of congestion, inflammation and 
irritation,” and to be valuable in treating un- 
dulant fever, cancer, tuberculosis, metallic pois- 
ons and serious infections. Another gadget was 
advertised as correcting or preventing disease 
by “measuring nerve interference.” The other 
three devices were a rubber massage brush, an 
arrangement of colored lights, and an “infra 
red” generator seat, all advertised as helpful in 
treating a wide variety of diseases and con- 
ditions. 


MEDICINE June, 1955 
health — progress and problems. 

5. Mental illness and health in the aged. 
concerning advancements in otolaryngology, an: 
evening sessions devoted to surgical anatomy o 
the head and neck, and histopathology of th« 
ear, nose and throat. 

Interested physicians should write direct t 
the Department of Otolaryngology, 1853 Wes 
Polk St., Chicago 12, Ill. 


HOW MUCH CASH WILL BE 
NEEDED TO SETTLE YOUR ESTATE? 


Case will be needed to pay administration 
costs, debts, federal and state taxes. Edwin H 
White, C.L.U., has worked out figures on estat: 
settlement cost based on treasury department's 
statistics for the years 1947 to 1950 covering 
more than 72,000 estates. Using current federal 
tax rates, assuming maximum use of marital 
deduction and a widow and two children sur- 
viving, here are average cash needs for estates 
of different sizes. 
Per Cent 
of Estate 
11.9 
15.2 
20.6 
22.5 
23.8 
31.0 


Cash Needed 
$ 12,000 
38,000 
103,000 
169,000 
238,000 
1,550,000 


Estate 
100,000 
250,000 
500,000 
750,000 
1,090,000 
5,000,000 


PROGRESS TOWARD CANCER 
VACCINE 


P HYSICIANS doing research at the McKinney, 
Texas, veterans’ administration hospital report 
that they uncovered evidence “that could point 
the way toward development of a vaccine for 
treatment of some types of cancer.” Their work, 
they say, indicates the existence of a natural 
defense mechanism of the body against cancer, 
the same type of reaction that makes vaccine 
against polio and other diseases possible. The 
researchers now are looking for a way to acti- 
vate this reaction to the extent it would be 
useful in destroying some types of malignant 
growth. Work is now under way with tissue 
cultures and volunteer patients. Participating 
are Drs. Russell H. Wilson, Dale A. Clark and 
William L. DeGinder. 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











MASSACHUSETTS GENERAL 


HOSPITAL 
PRESENTATION OF CASE 43141 


| 34-YEAR-OLD housewife entered the hospi- 
tal because of diarrhea. 

During the two previous years, she noted in- 
rermittent episodes of dull pain in the upper 
abdomen that occurred about an hour after 
meals. The pain was made worse by fried food 
and was not relieved by antacids. During the 11 
months before entry, her weight fell from 110 
to 71 pounds. The abdominal pain subsided 


spontaneously seven months before admission. 
At this time, an upper gastrointestinal series, a 


cholecystogram and a barium-enema examina- 
tion were reported as negative. She began to 
have diarrhea, with putty colored, foamy, loose, 
foul-smelling stools. The diarrhea gradually be- 
came more persistent, and a month before ad- 
mission she passed one to six stools daily. The 
diarrhea was associated with weakness and some 
exertional dyspnea. Mild crampy pain in the 
lower abdomen was noted before and was re- 
lieved by the passage of a stool. No blood or 
mucus was noted in the stools. Because of ane- 
mia, her physician treated her with injections of 
“crude liver extract combined with vitamin 
B12.” Six days before entry the hemoglobin 
was 9.7 gm. per 100 ml. 

Four years before admission, she was admit- 
ted to another hospital for 10 days because of 
pain in the left wrist and knee joints, a high fe- 
ver and a streptococcal infection of the throat. 
She was treated successfully with chlortetracy- 
cline. There was an episode of “bursitis” three or 
four years before admission. Pigmentation of 
the skin that she attributed to exposure to the 
sun was present during the several months be- 
fore entry. 

Physical examination revealed an emaciated 
woman with a gray-tan pigmentation of the skin 


over exposed areas. Two movable, nontender 
lymph nodes were palpable in the right axilla. 
Similar lymph nodes that measured 1 cm. in di- 
ameter were noted in each inguinal region. 
Smaller similar cervical lymph nodes were pal- 
pable. Examination of the chest was negative. 
The abdomen was doughy, nontender and mark- 
edly distended. The upper edge of liver dullness 
was low. The edge of the liver was palpable two 
or three finger-breadths below the right costal 
margin. The spleen was not felt. The bowel 
sounds were decreased. Rectal examination was 
negative. 

The temperature was 98°F, the pulse 124, and 
the respirations 20. The blood pressure was 110 
systolic, 78 diastolic. 

The urine gave a green test for sugar. Exam- 
ination of the blood revealed a hemoglobin of 
8.7 gm. per 100 ml. and a white-cell count of 
7,600. The reticulocyte count was 1.4 per cent. 
The erythrocytes were normocytic and moder- 
ately hypochromic, with moderate anisocytosis 
and poikilocytosis. Platelets were abundant. The 
nonprotein nitrogen was 21 mg., the calcium 8.2 
mg., the phosphorus 3.7 mg., the total protein 
6.1 gm., the albumin 3.6 gm, the globulin 2.5 
gm., the iron 80 micogm., and the fasting blood 
sugar 81 mg. per 100 ml. The sodium was 135 
milliequiv., the potassium 4.3 milliequiv., and 
the chloride 105 milliequiv. per liter. The alka- 
line phosphatase was 3.3 units. The prothrombin 
content was 32 per cent. The serum carotene was 
0. The protein-bound iodine was 7.1 micogm. 
per 100 ml., and the radioactive-iodine uptake 
was 42.3 per cent in 48 hours. The d-xylose ab- 
sorption test showed a urinary excretion of 1.3 
gm. In five hours (normal, 6.5 plus-minus 1.2 
gm). Cytologic examination of gastric fluid for 
malignant cells was negative. Drainage of duo- 
denal contents showed normal duodenal en- 
zymes and an alkaline pH; cytologic examina- 
tion for malignant cells was unsatisfactory. Stool 
specimens were gray brown to putty colored and 
gave three-plus and four-plus guiaic tests; they 
contained a normal amount of neutral fat, four- 
plus soaps and other fat combinations, and no 
undigested muscle fibers; a culture was nega- 
tive for entreric pathogens. X-ray films of the 
chest were normal. Films of the lumbar spine 
and pelvis demonstrated moderate deminerali- 
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zation. An upper gastrointestinal series showed 
a normal esophagus, stomach and duodenum; 
the barium passed through the small intestine 
in less than three hours; in the upper portion of 
the small intestine the plicae circulares appeared 
prominent; the spleen was not enlarged. A bari- 
um-enema examination showed no obstruction. 
Proctoscopic examination was negative. 

Shortly after admission, the diarrhea ceased, 
and most stool specimens were obtained only 
after non-oily laxatives were given. Biopsy of an 
axillary lymph node showed chronic lymphade- 
nitis. Under anesthesia an oval, rubbery, mova- 
ble mass that measured 3 cm. in diameter was 
felt below and to the right of the umbilicus. The 
temperature ranged between normal and 
100.2°F. With transfusions of blood and Hyki- 
none given simultaneously, the hemoglobin rose 
to 12.8 gm. per 100 ml., and the prothrombin 
content ranged between 43 and 60 per cent. 

On the 13th hospital day an operation was 
performed. 

JAMES R. MOORE, M.D.: 

The outstanding features of this 34-year-old 
woman’s illness were: 

1. A chronic diarrhea with foul, frothy, putty 
colored stools. 

2. Marked weight loss from 110 to 71 pounds. 

3. A grey-tan skin pigmentation of several 
months duration. 

4. Moderate liver enlargement. 

5. Normal temperature and laboratory find- 
ings, except for a normocytic and moderate hy- 
pochromic anemia with moderate anisocytosis 
and poikilocytosis. 

6. A poorly described movable, rubbery mass 
3 cms. in diameter to the right and below the 
umbilicus. Whether or not this was in the ab- 
dominal wall or within the peritoneal cavity is 
not stated, but presumably it was thought to be 
the latter. 

7. A history of an attack of some form of mul- 
tiple arthritis and “bursitis” four years previous 
to this admission. 

With the above combination of findings, par- 
ticularly the diarrhea, skin pigmentation and 
weight loss, the following diverse conditions may 
be considered: 

1. Abdominal tuberculosis, carcinoma, lymph- 
oma and tubercular peritonitis. Tuberculosis ap- 
pears unlikely in view of the afebrile course and 
absence of pulmonary or other tubercular in- 
volvement. Carcinoma would not likely give as 
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long and chronic a course or produce the type 
of diarrhea seen. 

2. Pregnancy may be accompanied by skii 
pigmentation, but there is no history here to in 
dicate such a condition and the condition ha: 
extended over too long a period. 

Other conditions showing these findings, in : 
greater combination, would be: 

3. Pernicious anemia, which we choose to rule 
out on the absence of glossitis, neurological ab- 
normalities (perpheral paresthesias, etc.) and 
the characteristic blood picture which is no‘ 
that of pernicious anemia. 

4. Addison’s disease: The asthenia, anorexia 
abdominal pain, diarrhea and skin pigmentation 
suggest this condition. The blood pressure, how 
ever, was not low and there were no reported 
adrenal crises, vertigo or syncopal attacks. 

The sodium potassium ratio was normal (a 
ratio below 30 is significant for adrenal insuffi 
ciency ). 

5. Hemachromatosis: The characteristic triad 
of skin pigmentation, liver disease and diabetes 
is questionable in this case. 

1. The serum iron was normal, namely, 81 
micg. and no iron deposits are described as being 
found in the tissues, including the lymph nodes 
which were examined microscopically. 

2. Although the liver was enlarged, no labora 
tory tests, indicating liver dysfunction, are given 

3. Although one urinalysis gave a green test 
for sugar, the blood sugar was low normal. 

6. Sprue: The persistent frothy, foul smelling 
diarrhea, general weakness of long duration, 
skin pigmentation, distended, doughy abdomen 
and weight loss would be consistent for sprue 
As in pernicious anemia, however, the blood pic- 
ture of a macrocytic, hyperchromic anemia, as 
well as the stomatitis, is absent. 

7. Regional Ileitis: This condition could ac- 
count for abdominal symptoms but is ruled out 
on the basis of normal x-ray findings in the in- 
testinal tract, absence of obstructive symptoms 
and eosinophilia. 

8. Lipodystrophy Intestinalis or Whipple’s 
Disease: This is a rare, debilitating disease in 
which there is a marked deposit of intra- and 
extra-cellular fat in the small intestines with fi- 
brosis of the lacteals and draining lymphatics 
which interferes with absorption and precipitates 
a diarrhea. It occurs mainly in males 35 to 70 
years of age and is characterized by a gradual 
loss of weight and strength with frothy, foul 
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smelling diarrhea, showing periods of spontane- 
ous remission and exacerbation. An Addison- 
like skin pigmentation is also very common. This 
disease is frequently preceded by a peculiar, 
multiple, migratory form of joint pain and swell- 
ing. It will be noted in our case that four years 
before admission, the patient did have such a 
picture which was diagnosed as an infection. 
The fact that it was easily controlled could sig- 
iify that the arthritis would fit the category of 
peculiar.” 

In summary, pernicious anemia and sprue are 
being ruled out on the basis of the blood pic- 
ure; Addison’s disease because of the normal 
blood pressure, absent paresthesias and crises 
ind the normal sodium potassium ratio. 

The choice now lies between hemochromatosis 
and Whipple’s disease. Hemachromatosis is re- 
jected because of the normal iron content of the 
serum, absence of iron pigment in the examined 
tissues and probable absent diabetes. 

On the basis of the following combination of 
findings, a diagnosis of Whipple's disease is be- 
ing made: 

1. The diarrhea and its character. 

2. The skin pigmentation. 

3. Weight loss. 

4. The essentially normal laboratory findings, 
except for a normocytic, hypochromic anemia 
and above all... 

5. Because of the antecedent history of a form 
of arthritis which is a frequent procursor of this 
disease. 

Operation was probably either a liver biopsy 
or laparotomy for biopsy or removal of the small, 
rubbery, movable mass, which — if the above 
diagnosis is correct — may have been found to 
be an enlarged, dilated or cystic lacteal duct. 

As an auxiliary reason, but one which is not 
being formally or officially presented, this is just 
the type of case which the judges would consid- 
er interesting and instructive for the club. The 
only mistake he or they made was chosing me 
to discuss it. 

My diagnosis is Whipple’s disease. 

CLINICAL DIAGNOSIS: 

1. Whipple’s disease. 

2. Malignant lymphoma. 
ANATOMICAL DIAGNOSIS: 

Whipple’s disease. 
DIFFERENTIAL DIAGNOSIS: 

Dr. Thomas A. Warthin: (Addressing the pa- 
tient ) “How much do you weigh?” 
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The patient: “Seventy-one and a half pounds.” 
Dr. Warthin: “She has gained half a pound; 
she has good color; she has no clubbing; her 
forehead is almost as light as mine. The skin 
shows some atrophic changes. There is good pa- 
pillation of the tongue. Have you had any arthri- 
tis or aches or pains in the muscles?” 

The patient: “Not while I have been in the 
hospital.” 

Dr. Warthin: “Except for the episode four 
years ago, have you had any arthritis?” 

The patient: “No.” 

Dr. Warthin: “Have any of your family had 
similar trouble?” 

The patient: “No.” 

Dr. Warthin: “Do you know how much you 
weighed when you were born?” 

The patient: “No.” 

Dr. Warthin: “Do you know whether you 
were a feeding problem in the first year or two 
of your life?” 

The patient: “No; I could not eat very well 
when I was a child.” 

Dr. Warthin: “Do you remember whether as 
a little girl your stomach stuck out more than 
usual?” 

The patient: “No.” 

Dr. Warthin: “This 34-year-old housewife, 
four years before admission, had joint pains and 
high fever, probably associated with a streptoc- 
cal infection. Then, two years before admission, 
she began to have abdominal pain and, 13 
months later, diarrhea. During the several 
months before admission, pigmentation of the 
skin developed. The laboratory findings give 
good evidence that except for the prothrombin 
time there was nothing strikingly wrong with the 
liver or biliary system, so that I can discount 
this nutritional disorder as having a hepatobili- 
ary background. Similarly, disease of the pan- 
creas can be discarded. The duodenal drainage 
was normal. There were no muscle fibers in the 
stool, and the type and amount of fecal fat were 
not in keeping with those found in fundamental 
pancreatic disease or insufficiency. 

“I am left, therefore, with the so-called mal- 
absorption syndromes. We should first review 
the x-ray films. I am particularly interested in 
knowing whether there were widening of the 
mediastinum and distortion in the esophagus or 
the duodenal loop, and whether there were 
changes suggestive of arthritis, particularly in 
the sacroiliac joint.” 
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Dr. Paul M. G. St. Aubin: “The chest film is 
within normal limits; there is no evidence of en- 
larged mediastinal lymph nodes. The spleen is 
within normal limits of size. The films of the 
lower spine show minimal demineralization, par- 
ticularly in the lumbar area and in the pelvis, 
and the sacroiliac joints are sharply defined. The 
gastrointestinal studies demonstrate a normal 
esophagus and stomach. The transit time through 
the colon and small bowel was normal, being 
slightly less than three hours. Particularly distal 
to the ligament of Treitz the mucosa of the small 
bowel is somewhat edematous, but there is no 
evidence of alteration of small-bowel caliber. 
The findings in the small bowel are consistent 
with an early deficiency state, but they are not 
sufficient to cause any apparent change in the 
motor function of the small bowel. Unfortunate- 
ly, there is a great deal of fecal material in the 
colon, which precludes any opinion about it.” 

Dr. Warthin: “Are there any polyps?” 

Dr. St. Aubin: “I cannot exclude polyps be- 
cause of the presence of the fecal material in 
the colon.” 

Dr. Warthin: “What are the differential diag- 
noses in a patient who appears to have a malab- 
sorption syndrome? The first is so-called tropi- 
cal or nontropical sprue. I did not ask the pa- 
tient if she had been born in an exotic clime, 
but I am sure that Dr. Castleman would not 
have withheld that information from me. I ques- 
tioned her about her early youth, because the 
physicians at the Children’s Hospital have fol- 
lowed a few of their patients with celiac disease 
through adult life; a number of those patients in 
middle age have acquired what appears to be 
non-tropical sprue. I assume that she had never 
been stocky or obese. The labgratory studies are 
against the so-called idiopathic sprue. In the 
first place, she had a hypochromic, rather than a 
macrocytic anemia, which had not responded to 
the injections of vitamin B12 and crude liver 
extract. The distortion of the fat-soluble vita- 
mins, although complete, is not disturbing. The 
results of the stool examinations are not diag- 
nestic, and the guaiac-positive stools are most 
unusual. Furthermore, the diarrhea was of short 
duration and was preceded first by pain and 
then by the other complaints. I shall say that she 
did not have nontropical idiopathic sprue and 
must consider the so-called secondary types of 
malabsorption syndrome. 

“First, we shall consider malabsorption related 
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to altered anatomy of the intestinal tract, sucl 
as occurs with a radical gastric resection, with 
obstruction, a gastrocolic fistula, the blind-looy 
syndrome and so forth. There is nothing in the 
history or the x-ray examinations to substantiate 
such changes in anatomy. 

“The next possibility, which has received « 
great deal of attention recently, is a carcinoid 
The patient had a mass in the middle right low. 
er quadrant and diarrhea; therefore, one always 
has to consider it. When one reviews the old 
cases of carinoid, one is surprised at the number 
in which diarrhea occurred, particularly in the 
patients who did. not have the full-blown syn- 
drome with metastases to the liver. I have re- 
cently seen a patient who had a malignant carci- 
noid that had not metastasized and had severe 
symptoms suggestive of sprue. In the proceed- 
ings of the staff meetings of the Mayo Clinic, a 
case of steatorrhea due to carcinoid has been 
reported. The patient under discussion, however, 
lacked the typical vasomotor and bronchospas- 
tic attacks. I think that these would have to be 
present in some form before a diagnosis of car- 
cinoid syndrome could be made. Furthermore, 
x-ray films gave no evidence of it, although a 
small tumor may be present in the small bowel 
and the radiologist may not be able to demon- 
strate it. 

“Lymphoma of the small bowel can give a typi- 
cal picture of sprue. Frequently, it is only when 
an abdominal catastrophe occurs that an explor- 
atory operation is done and lymphoma of the 
small bowel, rather than nontropical sprue, is 
found. However, such a situation is extremely 
rare. Sleisenger et al., of Cornell, reported the 
collected cases that had produced the symptoms 
of sprue, and they were very few in number. In 
this patient, the biopsy did not substantiate that 
diagnosis. 

“Regional enteritis is the commonest condition 
that produces a malabsorption syndrome, partic- 
ularly if the upper portion of the bowel is ex- 
tensively involved. The x-ray films were normal, 
so that I find it difficult to make the diagnosis 
in a patient who had had symptoms for two 


years. 
“Cronkhite and Canada, of this hospital, re- 
ported interesting pigmentation and nutritional 
disturbances in some patients who had general- 
ized intestinal polyposis. The patient under dis- 
cussion clearly did not have that. 
“Adrenocortical insufficiency produces gastro- 
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intestinal difficulty with diarrhea, pigmentation 
and weight loss. There is a paucity of chemical 
evidence for this, and the general picture is not 
that of adrenocortical insufficiency. 

“One always has to suspect the possibility of 
. collagen disease. In a similar patient with pig- 
nentation and a malabsorption syndrome that 
Dr. Franz Ingelfinger discussed here four years 
igo, the discussion centered upon the collagen 
liseases and the possibility that Whipple's dis- 
ease was a form of collagen disease. In a recent 
issue of the New England Journal of Medicine, 
a case of collagen disease of the small bowel in 
a woman with typical malabsorption syndrome 
was reported. The other cases in that article were 
less typical. The changes of scleroderma in the 
esophagus or elsewhere and of Raynaud's phe- 
nomenon are characteristic; the patient under 
discussion had none of these. I am not qualified 
to discuss whether or not Whipple’s disease is a 
collagen disorder. 

“Tuberculosis cannot be regarded in a cava- 
lier fashion, because it may be treated effective- 
ly by antibiotics. I think one must lean over 


backward when a disorder may conceivably be 


tuberculosis to rule that in or out. The x-ray 
films of the chest were normal, but as far as I 
can tell, that was the only study specifically ap- 
plicable to tuberculosis. Mitchell and Bristol re- 
ported the cases of tuberculous enteritis or en- 
terocolitis from Trudeau Hospital a number of 
years ago and pointed out that in 1 per cent the 
pulmonary disease was minimal or absent, so 
that in the adult form of the nonbovine variety 
there may be either tabes mesenterica or tuber- 
culosis of the lymph nodes without striking pul- 
monary disease. I do not think one should ever 
rest on the normal x-ray film of the chest alone. 
I cannot rule out tuberculosis here. I think, in 
view of other possibilities, a diagnosis must be 
established before treatment, particularly with 
the steroids, is undertaken. 

“Whipple’s disease, originally described as be- 
ing almost exclusively in males, presents a his- 
tory of arthritis, generalized lymphadenopathy, 
abdominal pain, serositis, guaiac-positive stools, 
hypocromic or normocytic anemia and the pres- 
ence of small masses in the abdomen. That fits 
this patient very well, except for two major 
points: serositis, which this patient did not have; 
and the fact that she is a female. I am arriving 
at the age when sex does not bother me as much 
as it used to. I think she had Whipple’s disease.” 
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( Applause ) 

Dr. Benjamin Castleman: “Dr. Kranes, should 
you like to question Dr. Warthin on any of his 
statements?” 

Dr. Alfred Kranes: “His diagnosis seems rea- 
sonable. I do not think that Dr. Warthin men- 
tioned the pigmentation as part of the Whipple 
syndrome.” 

Dr. Warthin: “I intended to mention it.” 

Dr. Kranes: “It was not very apparent on the 
patient, but it was mentioned in the history, so 
that it must have impressed the physicians who 
saw her.” 

Dr. Warren Point: “How do you explain the 
two guaiac-positive stools?” 

Dr. Warthin: “They have been reported in 
patients with Whipple's disease. I do not think 
the exact explanation is clear. In the case report- 
ed by Jones et al., they were repeatedly present, 
and in those whom I personally have treated, 
they have been noted.” 

Dr. Bernard M. Jacobson: “Our working diag- 
nosis, in view of the blood-loss anemia, the gen- 
eralized lymphadenopathy and the daily fever, 
was an ulcerated lymphoma of the small bowel, 
with secondary sprue. That picture can certainly 
be missed in x-ray films of the small bowel. It 
was for that reason that the biopsy of the lymph 
node was done.” 

Dr. Warthin: “I, too, thought that the fever 
was in favor of lymphoma until I read a number 
of case reports of Whipple’s disease and was 
surprised to find that fever was often present 
intermittently in the course of the disease.” 
CLINICAL DIAGNOSIS: 

? Lymphoma. 

? Whipple's disease. 

DR. THOMAS A. WARTHIN’S DIAGNOSIS: 

Whipple's disease. 

ANATOMICAL DIAGNOSIS: 

Whipple's disease. 
PATHOLOGICAL DISCUSSION: 

Dr. Gordon A. Donaldson: “I think that what 
convinced us that we ought to explore this wom- 
an‘s abdomen was the discovery of a mass when 
she was under anesthesia for the biopsy of the 
axillary lymph node. A few days later, we per- 
formed a laparotomy. The disease was confined 
to the small bowel. The liver was of normal tex- 
ture and shape. The pancreas was carefully pal- 
pated; it was soft and normal. We examined the 
large bowel, looking for a cause for the guaiac- 
positive stools, but found nothing. The small 
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bowel was diffusely involved in a process that 
has been well depicted in the discussion. The 
bowel was covered with a gelatinous, mucoid, 
almost sticky substance and was somewhat in- 
jected. The loops could be easily separated. An 
outstanding finding was dilated lymphatics, 
which, to my surprise, ran in a longitudinal rath- 
er than a transverse direction. The process was 
most severe near the ligament of Treitz and grad- 
ually lessened in the lower portions of the bowel 
until it petered out at the ileocecal valve. We 
examined the entire small bowel, opened a por- 
tion of the jejunum and took a biopsy.” 

Dr. Castleman: “Before the bowel was opened, 
a tube that was developed in England to take 
biopsies of small bowel was passed by Dr. 
Strauss. The tube was used for the first time in 
this hospital under his observation. A good biop- 
sy of the jejunum was obtained via this tube. It 
measured about 5 by 4 by 3 mm. Microscopical- 
ly, the lining epithelial cells were normal and 
full of mucoid secretion. The important finding, 
and the one that confirms the diagnosis of Whip- 
ple’s disease, was the presence in the tunica 
propria of macrophages containing PAS-(Peri- 


odic-acid-Schiff )-positive material. All the large 
lymphatic spaces were filled with fat; the ma- 


crophages did not contain fat. A lymph node 
from the region of the mesentery of the small 
bowel also contained these PAS-positive cells. 
Fat cells were also quite prominent in the lymph 
node. I should like to ask Dr. Cohen to say a 
few words about the significance of this PAS- 
positive material.” 

Dr. Richard B. Cohen: “Back in 1907, when 
Whipple first described this entity, he men- 
tioned that he was unable to stain any lipid in 
these large macrophages that .were so common 
in this disease. Although his observation was not 
ignored, it was taken lightly for 42 years, and 
the disease was referred to as intestinal lipodys- 
trophy, which implied that there was a disturb- 
ance of the lipid metabolism or of the lipid ab- 
sorption in the intestines. In 1949, Black-Schaf- 
fer found that these cells, though they did not 
contain stainable lipid, did contain PAS-positive 
material. The intracellular substance was found 
to be metachromatic as well. These reactions 
are considered to indicate carbohydrate histo- 
chemically. It could be one of a number of car- 
bohydrates, including perhaps one of the acid 
mucopolysaccharides of connective tissue. A 
number of theories about the etiology of the dis- 
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ease have been advanced, one being that th 
substance in these cells is a breakdown product 
of connective tissue. Another is that there is : 
disturbance of mucoprotein with the productior 
of the abnormal substance in the intestinal tract 
There are some difficulties, however. Unfortu 
nately, the PAS and the metachromatic reactions 
are not specific. The former depends on the oxi- 
dation of 1,2 glycol groups in carbohydrates t« 
aldehydes, which in turn combine with the 
Schiff reagent to form a purple dye. Althougl 
these reactions are characteristic of the carbohy- 
drate molecule, they are not specific for it; un- 
saturated lipids may give the PAS reaction under 
certain circumstances. On the basis of our know] 
edge of the histochemistry, I believe that the 
material in the macrophages is probably in part 
a carbohydrate, but I cannot exclude the possi 
bility that a lipid or lipoprotein component is 
present. More detailed chemical study of the 
substance must be done before concepts of path 
ogenesis can be elevated, using the chemistry 
as a basis.” 

Dr. Castleman: “Dr. Strauss, will you tell us 
about the tube through which the biopsy was 
taken?” 

Dr. Elliott W. Strauss: “This tube was devised 
by Dr. Margot Shiner, of the Post Graduate 
Medical School of London, England. To date | 
believe she has employed it in over 100 cases 
without any untoward incidents. Many of these 
patients had sprue, and definite changes were 
found in the jejunal mucosa. I have used the 
tube in only three cases here. There have been 
no unusual incidents, and the biopsies have been 
adequate. The tube is made of a plastic material 
with an inner-spring winding and contains just 
one lumen through which carefully calibrated 
negative pressure is transmitted to the distal bi- 
opsy aperture. Then, the mucosal knuckle is 
sheared across by a cylindrical blade. The blade 
is controlled by a wire that runs the length of 
the tube within the lumen. The balloon on the 
very distal end of the tube has been regarded 
as most necessary for the progress of the tube to 
the jejunum once it has passed through the py- 
lorus.” 

Dr. Castleman: “In this particular case, the 
biopsy obtained through that tube would have 
been sufficient to make the diagnosis. Dr. Ben- 
son, should you like to say a word about treat- 
ment?” 

Dr. John A. Benson Jr.: “I should go along 
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with all the comments that Dr. Warthin made 
ibout bleeding and fever. About two-thirds of 
the patients have arthritis before gastrointestinal 
symptoms, as long as six years in one case, and 
some have erythema nodosa and rheumatic nod- 
ales as well as polyserositis. 

“This case demonstrates the importance of ex- 
jloring selected patients with malabsorption 
yyndromes. We do not know much about what 
s going on in the intestines in nontropical or idi- 
ypathic sprue. This tube may give us some an- 
swers. The exploration was considered neces- 
sary here because of the mass, the fever, the 
bleeding and the absence of focal lesions in x-ray 
tilms. It is true that about half the patients have 
peripheral lymphadenopathy. In recent years, 
since the introduction of the PAS reaction, the 
peripheral lymph nodes at times have shown this 
material so that the biopsy of the axillary lymph 
node was not done just for lymphoma. It is also 
true that PAS-positive cells have been found in 
the lymph nodes of the mesentery of the bowel 
before gastrointestinal symptoms and steatorrhea 
occurred, and even before the bowel itself ap- 
peared abnormal. 

“The disease apparently is present before any 
clinical manifestations occur, and a remission 
has been induced before the disappearance of 
the lesion. The patient, whom Dr. Jones and his 
associates described four years ago, had made a 
good response to ACTH and cortisone, and yet 
the biopsy showed a liberal quantity of the same 
material through the same areas in the bowel 
and the lymph nodes. There was little obstruc- 
tion of the lacteal system in this case, which 
makes one wonder whether the steroids in some 
way were responsible for the alleviation of the 
obstruction. 

“About the treatment, there are several cases 
that are described in the literature, three from 
the Mayo Clinic, which are fairly well docu- 
mented, in which the patients have had remis- 
sions of up to six months after the stress of lap- 
arotomy alone. The patient feels better, has a 
better appetite and has gained weight, and the 
physicians think the pigmentation is less. We 
do not know whether the patient under discus- 
sion will require steroids, but they have been the 
treatment of choice in the cases that have shown 
remissions. The natural course of Whipple’s dis- 
ease is relentless debilitation to death, despite 
temporary remissions. In the five cases that have 
been treated with steroids in adequate dosages 
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for an adequate length of time, not just three 
day before death, about which I know, clinical 
remissions have been induced with return of ab- 
sorption tests to normal, the longest one being 
four years (Jones’s case), with no relapse. All 
the cases have reacted strongly to repeated 
courses of steroid treatment, just as the patient 
with sprue has responded to these agents.” 

A physician: “How many of the patients were 
females?” 

Dr. Benson: “About nine.” 

A physician: “What was the mass that was 
felt?” 

Dr. 
nodes.” 

Dr. Evan Calkins: “I approve heartily of Dr. 
Cohen’s restraint in making deductions from the 
histologic reactions. The PAS reaction suggests, 
but does not prove, that a carbohydrate is pres- 
ent. The property of metachromasia suggests 
that an acid radical is present. These properties 
may reflect a single compound or a mixture of 
substances. It certainly seems premature to con- 
clude that the substance accumulating in this 
disease is a glycoprotein. Although this sub- 
stance may be a connective-tissue component, | 
do not think we gain much by including this dis- 
ease in the group of so-called “connective-tis- 
sue” diseases. I look forward to better chemical 
definition of this material as a good way to learn 
more about the disease.” 

Dr. Chester M. Jones: “Dr. Whipple’s com- 
ment about this disease is interesting. Up to a 
short time ago, Whipple’s disease, or so-called 
lipodystrophy intestinalis, has been frequently 
described as being primarily caused by a block- 
age of the lymphatics. The emphasis has been 
laid on the faulty delivery of lipoid material once 
it has been absorbed; the actual anatomical 
proof of that does not exist. In some cases, exam- 
ination of the gastrointestinal tract reveals no 
blockage whatsoever; the lymphatics are full of 
lipoid material. Nor is there real evidence of in- 
fection. Whipple himself said he never intended 
any such concept; he always believed that this 
represented some queer form of metabolic dis- 
turbance with poor fat absorption. I think, if I 
may be a little critical, that there is plenty of 
evidence of faulty fat absorption. When a stool 
report comes back from the laboratory saying 
four-plus for fats, fatty acids or lipoid material, 
that means extensive amounts of fat are present 
— actually, 15 or 20 gm. of fat in a day’s stool. 


Benson: “Enlarged mesenteric lymph 
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Of course, the carotene figure of 0 is much more 
important than vitamin A values and means that 
there is very inadequate absorption of the pre- 
cursor of vitamin A and probably of other lipids 
as well. Although this is not an absolute index 
of fat absorption, it is a good clue that there was 
inadequate lipid absorption. Finally, the pro- 
thrombin values of 32 per cent also suggest ab- 
sorption of fats. 

“Comments were made on the pigmentation 
of this pattern. It was not obvious today, and I 
gather that it had not been deep. The patient we 
had a few years ago was so pigmented that she 
was dark brown. The pigmentation was not like 
the pigmentation of Addison’s disease; it was 
deeper and was diffusely and homogeneously 
scattered over the skin of the entire body except 
for the soles of the feet. This had appeared in a 
few months, subsequently disappearing with 
clinical improvement, which almost certainly 
was associated with corticosteroid therapy. 

“The outcome in the 60 or more patients with 
Whipple’s disease in the literature has been very 
poor. The length of life in the men with Whip- 


ple’s disease has been very short, although the 
symptoms may have been present for many years 
before the diagnosis was suspected or estab- 
lished at times by autopsy or biopsy. 


“Our patient with Whipple’s disease has had 
an excellent remission of four years. She gained 
weight until she was obese. She over-ate and 
was apparently absorbing everything very well. 
We put her on a diet to lose weight. She has 
gone back, not only to full-time work, but to 
housework as well, so that she was working 12 
hours a day and felt perfectly well. 

“The point was made by Dr. Benson and Dr. 
Warthin that when one is dealing with the mal- 
absorption syndrome, it is important to establish 
the exact diagnosis, if possible. Our patient four 
years ago nearly died before a remission was 
produced. These malabsorptive states can result 
in extreme intestinal distention or other emer- 
gencies. Under these circumstances, it is ex- 
tremely important to make sure that one is not 
dealing with a mechanical affair caused by in- 
filtrative disease or local obstruction. If the diag- 
nosis can be made on a biopsy of a peripheral 
lymph node, the exploration of the abdomen is 
not necessary. I suppose, too, that we shall get 
more and more information from mucosal biop- 
sies, not only about the histclogic changes and 
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histochemical changes, but also about cell func 
tion, enzyme reactions in the cells and so forth. 

“I think the disease in the patient under dis 
cussion had been present for 15 or 20 years anc 
has been gradually developing into the full 
blown picture. She may have a spontaneous re 
mission, but if she does not, it seems to me wel 
worth considering Meticorten therapy.” 


ODDS THAT A WIFE WILL 
OUTLIVE HER HUSBAND 
Age of Wife Wife 5 Years Wife 10 Years 
Husband Same Age Younger Younger 
50 14 to 10 21 to 10 32 to 10 
35 11 to 10 17 to 10 24 to 10 


THE PHYSIOLOGIC BASIS OF GASTROINTESTINAL 
THERAPY 

by Heinrich Necheles, M.D., and Martin M. Kirshen, M.D. 330 
pages. (1957) Grune & Stratton. $8.75. 


A comprehensive review of the basic and 
applied physiology of the gastrointestinal tract, 
with extensive bibliographies, gives particular 
attention to the authors’ pet subjects: secretion, 
function of the liver and pancreas, peptic ulcer, 
constipation and diarrhea, and ulcerative colitis 

Stacey’s Medical Books, San Francisco, California. 

THE CLINICAL APPLICATION OF HORMONE ASSAY 
by John A. Loraine, M.R.C.P. 368 pages. (1958) Williams & 
Wilkins. $7. 

The pituitary, placental, adrenal: and gonadal! 
hormones are chiefly emphasized in_ this 
thorough monograph from Edinburgh. Insulin 
is also mentioned. The work discusses far more 
biologic methods of testing than biochemical 
but the shift to chemical methods is indicated. 
Although the primary interest is in method, the 
links are usually made moderately clear. The 
book is a conscientious effort by a man who 
loves his work, always a help. 


Stacey’s Medical Books, San Francisco, California. 
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any condition associated with pain. Thus, it is useful in relieving pain ‘as- 
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every four hours or 65 mg. every ease, such as neuralgia, neuritis, or 
six hours as needed. Available in arthritis, as well as acute pain of trau- 
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HEALTH IS A JOINT ENDEAVOR 


Our PERSONALITIES are composed of many 
facets, each differing greatly from the others. 
Our interpretations of various topics, therefore 
differ accordingly. Our auxiliary meetings are 
basically the same year after year. However, 
with new personalities interpreting our basic ob- 
jectives, the methods of attaining these objec- 
tives will probably differ. All of us can find our 
niche and participate in our county auxiliaries to 
make our programs fill a real and vital need. 


The auxiliary is an important organization. 
However, it is not essential that your projects be 
on a large scale. Each chairman should keep in 
mind the limitations and potentialities of her 
own group and then choose from the suggested 
topics those which fit the needs of her commun- 
ity and the interests of her auxiliary. A one page 
summary of three suggested meeting plans has 
been sent to each auxiliary. Also included on this 
sheet are the priority projects which the national 
auxiliary wishes us to emphasize. Added to these 
is our own state priority project, recruitment, 
which we would like stressed during the year. 


Plan programs for meetings which will help 
members understand the overall program of our 
national auxiliary. What better way than includ- 
ing a meeting devoted to “Resolutions and Polli- 
cies,” a new pamphlet already sent to each state 
president? A copy of the talk, “The Glamour of 
Auxiliary Fundamentals,” by Mrs. George Tur- 
ner of E] Paso, national past president, is avail- 
able from the central office. It tells of the de- 
velopment of the national auxiliary by conven- 
tion action through the years. When we are fa- 
miliar with the history of an organization, we 
all feel more a part of it. 

Programs should not be entirely devoted to 
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learning and education. A portion of the pro 
gram should be devoted to social good fellow 
ship. Friendliness is very important in an organi 
zation such as ours. 


We should try to build a closer relationship 
with the medical society and truly be an auxil- 
iary — a helper — to them. Plan a joint meeting 
showing one or both of the films available which 
tell the story of the American Medical Associa- 
tion — “The Case of the Doubting Doctor,” and 
“Whitehall 4-1500.” Suggest that officers or com- 
mittee chairmen of the society be invited to at- 
tend some of your auxiliary’s important meetings 
so they may know what your group is doing. In 
this way we can help to carry out our theme, 
“Health Is a Joint Endeavor.” 


Our meetings should, of course, have some 
formality. However, there is no need to have 
them stiff, boring, or uninteresting. It is well to 
have a well-conducted business meeting — one 
that is not too long. Allow time for your program 
and time for getting acquainted. 


The ultimate goal of all activities is to prepare 
our members as informed leaders in health. We 
will want to study and know about local health 


agencies, what they do, their needs, and where 


we as partners to the medical profession can 
render service. 


However broad or limited the scope of you 


programs, try to be an active participant in your 


county auxiliary. Let us always keep in mind 
the basic objectives of our auxiliary to assist the 
American Medical Association in its program 
for the advancement of health and to cultivate 
friendly relations among physicians and thei: 
families. 


MRS. ROBERT A. STRATTON. 


1913 6th Ave. 
Yuma, Ariz 
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